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HEALTH SERVICE COMMISSIONER 


First report for Session 1978-79 
Investigations completed August-November 1978 


1. Section 119(4) of the National Health Service Act 1977 and Section 
48(4) of the National Health Service (Scotland) Act 1972 empower me as 
Health Service Commissioner for England, for Scotland and for Wales to 


make such reports to the Secretaries of State with respect to my functions as 
I think fit. 


2. The Appendix to this Report contains the individual reports I have issued 
during the months August, September, October and November 1978. Those 
for England have the prefix ‘W’ and ‘X’; and those for Scotland the prefix ‘SW’ 
and those for Wales the prefix ‘WW’. 


I. V. PUGH 
December 1978 Health Service Commissioner 


APPENDIX 


REPORTS ISSUED DURING FOUR MONTHS ENDED 
NOVEMBER 1978 


Case No. W.441/76—77—Inaccurate statements in a health visitor’s report 


Complaint and background 


1. A man complained to his Member of Parliament in May 1976 that 
inaccurate statements had been made about his wife in a report prepared by 
a health visitor. He further complained that on 6 June 1975 this report had 
been considered at a case conference organised by a Social Services 
Department (the local authority) at which it was decided that the name of 
their son should be transferred from the non-accidental injury to children 
register to the general ‘at risk’ register. The complainant, who had obtained 
copies of the report and the minutes of the case conference, was living in 
England at the time. On 28 May 1976 the Member took the matter up with 
the chairman of the Area Health Authority (the Authority), which was the 
health visitor’s employing authority. He also wrote to the local authority. As 
the complainant was not satisfied with the outcome of this correspondence, 
the Member asked me on 20 January 1977 if I would investigate the 
complaint. 


Jurisdiction and scope of investigation 


2. Under the Act which defines my powers I am precluded from 
conducting an investigation in respect of which the aggrieved person has or 
had a remedy by way of proceedings in any Court of Law, unless I am 
satisfied that, in the particular circumstances, it is not reasonable to expect 
him or her to resort or have resorted to it. The Member wrote to me on 13 
May 1977 to assure me that his constituent did not intend to take legal 
action for libel against the health visitor, and after a preliminary meeting on 
29 July 1977 between two of my officers and the complainant, I agreed to 
carry out an investigation into the alleged inaccuracies in the health visitor’s 
report. The Commissioner for Local Administration, some of whose officers 
attended this preliminary meeting, agreed to carry out a parallel 
investigation into the actions of the local authority. I agreed with the 
Commissioner that we should co-operate over the enquiries as provided for 
in section 33 of the Local Government Act 1974. As statutorily required, 
we issue separate reports of the results of the investigation. In my report, 
however, references to the actions of the local authority are included to the 
extent necessary to place in proper context references to the actions of staff 
responsible to the Authority. 


3. My investigation has been concerned with the following statements in 
the health visitor’s report: 


(a) ‘. . . She [the complainant’s wife] was too nervous to attend clinic 
alone and only came once with [the complainant] accompanying’; 

(b) ‘At a recent case conference in [the] Centre it was stated that they 
were arranging to get a social worker to visit and give [the 
complainant’s wife] more intensive therapy’; 


(c) ‘(The complainant’s wife] had been on small doses of Tryptizol from 
(the consultant paediatrician at .. . . Hospital [A]) but has been 
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taking three times the dose and at the same time follows a Greek 
Orthodox pattern of starving herself to help [her son]. This means 
she eats nothing until the evening. She does this routinely on 
Tuesdays and Fridays but for Easter she did it for 40 days’. The 
complaint as put to me by the Member also alleged that the minutes 
of the case conference included the statement: 

(d) ‘She [the complainant’s wife] rarely takes [her son] out’. 


The Authority dealt with this aspect of the complaint in its own investigation 
and, as the health visitor told my officer in the course of my enquiries 
(paragraph 36) that she had made this statement at the local authority’s case 
conference, I have included it in my own investigation for the sake of 
completeness. 


Investigation 


4. I have examined guidance on the management of cases involving non- 
accidental injury to children, which was issued in April 1974 by the 
Department of Health and Social Security in a joint circular to area health 
authorities and local authorities (LASSL(74)13/CMO(74)8). By way of 
providing background to this case, I quote paragraph 14 from this circular 
which states: 


‘A case conference is recommended for every case involving suspected 
non-accidental injury to a child. In this way unilateral action will be 
minimised and all those who can provide information about the child 
and his family, have statutory responsibility for the safety of the child, 
or are responsible for providing services, will be brought together to 
reach a collective decision which takes into account the age of the child, 
nature of injuries and a medico-social assessment of the family and its 
circumstances.’ 


The circular does not contain any guidance on whether parents should be 
informed that their child is the subject of an investigation. Neither does it 
mention the invitation of parents to case conferences or the question of 
informing parents of entries in relevant registers. 


5. Also in April 1974, following the setting up of a working party in 1973 
to clarify lines of communication and action when dealing with ‘battered 
babies’ and potentially ‘battered babies’, the local authority issued a booklet 
to their social workers, teaching staff and libraries, and to the police, local 
magistrates and the Department of Health and Social Security. This booklet, 
a copy of which I have seen, gave responsibility to the local authority’s 
Social Services Department to ensure that a case conference was called 
urgently when a child was found to be at risk, except in cases of hospital 
referral when the responsibility rested with the hospital social worker. 


6. The complainant and his wife adopted their son in September 1974. 
He had been born on 20 April 1974 and placed with them a few days later 
by a third party. Later that year he was diagnosed as a quadraplegic spastic 
and was placed under the care of the consultant paediatrician at . . . hospital 
A (the consultant). At the time of the adoption the complainants were 
unaware of his condition. From January 1975 until May 1976 he attended 
the child development centre at hospital B. In April 1975 the local authority 
and staff of the Authority at hospital A started a playgroup for 
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handicapped children and their parents and the complainant’s wife took her 
son there five times in the spring and summer of that year. The health visitor 
was assigned to the family in April or May 1974. At the time they were 
living on the top floor of a small block of flats; a doctor’s surgery (the family 
practitioner) was on the ground floor. The family moved temporarily to 
France in May 1976 because of the complainant’s work. 


7. When interviewed by my officer the complainant said he had known 
nothing about the health visitor’s report until just before he had left for 
France. He had called at the family practitioner’s surgery and had asked the 
secretary for his son’s medical papers so that he could pass them to the 
doctor who would be responsible for him in France. She handed him an 
envelope marked ‘for the Physician concerned’. As he knew the French 
doctor did not speak English he opened the envelope to translate the 
contents for him. Among the documents inside were the health visitor’s 
report and the minutes of the local authority’s case conference. 


(a) The complaint about the statement that the complainant’s wife was too 
nervous to attend clinic alone and only came once with the complainant. 


8. The complainant told my officer that the clinic referred to was the one 
where the health visitor had been based (clinic X). He had accompanied his 
wife on the first visit which had been on 4 June 1974. Later his wife had 
gone alone, and once with the health visitor. Both he and his wife had 
accompanied their son on the last visit, which he thought had been in 
October 1974. He and his wife described to my officer a woman doctor who 
had worked there (Doctor A). 


9. On 25 August 1977 the complainant sent me one of the documents 
from the envelope intended for the French doctor. This was a handwritten 
letter from a doctor at clinic X (Doctor B) to the family practitioner, 
referring to a visit to clinic X on 22 October 1974 by the complainant, his 
wife and their son. 


10. In another letter to me on 27 October 1977 the complainant told me 
that hearing tests had been carried out on his son at clinic X in August or 
September 1974. But in a later interview with my officer the complainant’s 
wife said it was possible that the hearing tests had been done at another 
local clinic, clinic Z. She remembered a woman doctor (Doctor C) had 
carried out the tests and that a social event of some sort was being held in 
another part of the clinic building. 


11. In their comments to me the Authority said it was not possible to 
ascertain the accuracy of this statement by the health visitor by examining 
the record of clinic attendances at clinic X since these had been missing 
since 21 May 1976. In a letter to the Member on 20 October 1976, the 
chairman of the Authority (who had conducted most of the correspondence 
with the Member) had pointed out that the complainant’s wife’s clinic 
attendances records contained in the health visitor’s own file had 
disappeared. He asked the Member if he would ascertain if these were in the 
complainant’s possession. In the course of my own enquiries the 
complainant told my officer that he did not know where the clinic 
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attendance records were and, with his permission, this assurance was given 
to the Area Administrator; the complainant said he had learned that the 
records were missing from a letter dated 25 October he had received from 
the Member. 


12. The health visitor when interviewed said that before the 
complainant’s son’s condition had been diagnosed she had asked his mother 
to bring him to clinic X for regular checks but she had only come once. The 
complainant’s wife had not admitted to being too nervous to come to the 
clinic, but the health visitor had felt this was the real reason. The 
complainant’s wife herself had said she was reluctant to attend because of 
her poor command of English (she is of foreign extraction). When she wrote 
her report she had referred to the complainant’s wife’s attendance records, 
but these, together with her own file on the family, were now missing. She 
was certain only one attendance had been recorded. 


13. My officer visited clinic X and interviewed Doctor A. She said she 
had only seen the complainant’s son on one occasion, when she carried out 
an examination when he was six weeks old. Both parents had been present. 
Doctor B when interviewed was shown the letter he had written to the 
family practitioner (paragraph 9) and he agreed it showed that he had seen 
the complainant’s son on 22 October 1974 at clinic X, although he could not 
remember the circumstances of the examination. My officer also interviewed 
Doctor C who confirmed that she had carried out hearing tests on the 
complainant’s son at clinic Z. She referred my officer to that clinic’s records, 
copies of which I have seen. These show that the complainant’s son attended 
there on 11 December 1974. Doctor C told my officer that on that day a 
social club for the elderly would have been held in part of the clinic building. 


Findings 

14. On the question of whether the complainant’s wife was too nervous 
to attend the clinic alone, the health visitor was clearly giving her 
professional judgment on the situation, which I do not question. It has not 
been possible for me to check the health visitor’s statement about the actual 
number of visits against the clinic X records as these are missing but I am 
satisfied from my enquiries that the complainant’s wife went to the clinic on 
at least two occasions with her husband and son. The evidence shows that 
the hearing tests mentioned to me by the complainant were in fact carried 
out at clinic Z and not at clinic X. The Authority’s file shows that 
unsuccesful enquiries were made to trace the attendance records and the 
health visitor’s file, which apparently disappeared in transit between clinic X 
and the Authority’s offices on 21 May 1976. The Authority were unaware of 
Dr. B’s letter to the family practitioner and I accept that without the missing 
records the Authority were unable to reply more fully to the Member on 
this part of the complaint. 


(b) The complaint about the statement that at a recent case conference in the 
centre it was Stated that they were arranging to get a social worker to visit 
the complainant’s wife 


15. The complainant told my officer that the conference referred to had 
taken place at the child development centre, and that he and his wife had 
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attended. He thought the conference had been in January 1975, but he was 
not certain of the date. Some time previously the consultant had introduced 
him and his wife to a social worker at hospital A, who had subsequently 
visited them at their home once or twice. She had not been present at the 
conference in question but he had seen a report by her lying on the table. 
He had said to the consultant, who was present, something like: ‘it looks as 
if we are being reported on’ and he had asked for a copy but this had been 
refused. He then told the consultant that the social worker concerned would 
not be allowed to come to their home again. He had made it plain by 
implication that any person who visited them and wrote reports afterwards 
was banned from the home. The complainant told my officer that no social 
worker had ever visited them after this. 


16. The health visitor explained to my officer that conferences at the 
child development centre were organised and chaired by the consultant. She 
was not certain of the dates of the conferences on the complainant’s son but 
said she knew at one stage, before writing her report, that there had been a 
recent conference. As she was concerned about the complainant’s wife she 
had telephoned the social worker responsible for the case at the child 
development centre to find out what had been decided. The social worker 
told her that the conference had decided to arrange for a social worker to 
visit the complainant’s wife at home to provide additional support, and that 
someone had been assigned to do this. 


17. My officer interviewed the Deputy Director of the child development 
centre, which is administered by a second Area Health Authority (the 
second Authority). She explained that there had been two conferences at 
the centre before the local authority’s case conference on 6 June 1975. The 
first had been an assessment conference on 28 January 1975 and the second 
a reassessment conference on 7 May 1975. 


18. The social worker at the centre to whom the health visitor said she 
had spoken is employed by the borough, as are other social workers there. 
My officer was present when she was interviewed by an officer of the 
Commissioner for Local Administration. She said she had no recollection of 
the telephone conversation mentioned by the health visitor. She had not 
attended the reassessment conference on 7 May 1975 as she had been on 
leave, but she had attended the local authority’s case conference on 6 June 
1975 and the question of additional support had been discussed then. This 
support, which she was to provide, was intended for when a special mothers’ 
group at the child development centre finished in August 1975. There was 
no question of such support being given to the complainant’s wife at her 
home. The social worker said it was intended that she should see her at the 
centre when the mothers’ group had finished as, indeed, she had. 


19. Another social worker who worked for the local authority and who 
had attended the case conference on 6 June 1975 gave similar evidence 
regarding the discussions there about additional support for the 
complainant’s wife. 


20. The consultant who had acted as chairman at the reassessment 
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conference on 6 May 1975 told me in a letter that discussion had taken 
place then on how more social work help might be made available and 
acceptable to the complainant and his wife. Those present had wanted more 
social work help to be provided and would have wanted it to be provided at 
home. But the consultant said that it was recognised that there was 
antagonism towards social workers so, until the opportunity to do this 
presented itself, it was intended that flexible plans would have to be made. 
These included plans for the changing circumstances (ie the termination of 
the mothers’ group) by providing social work support at the child 
development centre. 


21. The consultant’s own notes made after the local authority case 
conference on 6 June 1975 and entered in the case notes at hospital A 
include the following sentence: ‘SW support needs to increase and become 
individual rather than group’. And a later entry, made after seeing him with 
his parents reads: “To continue Friday group until it ends then to see (the 
social worker at the child development centre) individually on Tuesdays’. 


22. In his reply to the Member on 20 October 1976, the chairman said: 
‘it was intended in May 1975 that additional therapy by a social worker 
would be arranged for [the complainant’s wife]. 


Findings 

23. The provision of additional social worker support for the 
complainant’s wife was discussed at both the reassessment conference on 7 
May 1975 and the local authority’s case conference on 6 June 1975. I do not 
know to whom the health visitor spoke at the child development centre 
before she wrote her report; the social worker responsible for the case has 
denied that it was her. I think it possible that the health visitor 
misunderstood remarks made by some other member of staff at the child 
development centre. I am satisfied that her subsequent statement in her 
report is inaccurate and, although the Authority’s reply to the Member was 
factual, I think 1t should have made the point that no decision had been 
taken to provide home visits, as it was this aspect that concerned the 
complainant. Clearly, there was no intention of providing home visits by a 
social worker and, as such visits did not take place, the complainant not 
unreasonably questioned the validity of the health visitor’s statement. My 
enquiries have shown that he was mistaken in thinking that the conference 
referred to was the one he and his wife had attended earlier in the year. 


(c) The complaint about the statement that the complainant's wife had been 
prescribed Tryptizol by the consultant, was taking three times the dose 
and was starving herself 


24. The Authority chairman confirmed in his letter to the Member on 20 
October 1976 that the consultant had not prescribed for the complainant’s 
wife. He also said that the observations about the fastings had been made as 
the result of discussions with the complainant’s wife, as had been the 
statement that she had been exceeding the prescribed dose. 


25. The complainant’s wife told my officer there was no truth in the 
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health visitor’s statement. She had never discussed drugs with the health 
visitor. It was true that as a member of the Greek Orthodox faith she 
abstained from foods containing animal fats, for example, meat, eggs, milk 
and cheese during the week before the Greek Orthodox Easter. Before she 
had come to live in Britain she had abstained from such foods for the whole 
forty days of Lent. Her abstinence at Easter, in this country, was 
accompanied by a religious intention which at the time of the involvement 
with the health visitor had been her son’s welfare. It was possible, she 
thought, that the health visitor had called to see her at a lunch time, or 
maybe had noticed that she had not put milk in her tea. It was not true that 
she ate nothing until the evening, and references to “Tuesdays’ and ‘Fridays’ 
in the health visitor’s report were ‘nonsense’. 


26. The health visitor told my officer that the name of the consultant had 
appeared in her report as the result of a typing error. She said she had 
drawn this to the attention of the local authority’s case conference on 6 June 
1975, which she had attended. The name intended had been that of a doctor 
who had been attached at that time to the family practitioner’s surgery 
(Doctor D). She remembered the complainant’s wife telling her that she was 
taking more than the prescribed dose. The health visitor said she had herself 
spoken to Doctor D, who had advised her that no harm could come from 
taking three times the prescribed dose. 


27. The health visitor also stated that she had discussed the religious fasts 
with the complainant’s wife more than once, and she had observed on some 
of her visits at lunch times that she was not eating. She had been worried at 
the time that the complainant’s wife’s blood sugar levels would get low and 
that this would make her ‘edgy’, which she said was a common reaction. She 
was also concerned about the effects of the sedative on an empty stomach. 


28. The health visitor told my officer about the events leading up to the 
preparation and typing of her report. She said she had reported her concern 
for the complainant’s wife and son to a nursing officer who was her 
immediate superior at clinic X and who had asked her to prepare a report 
for a local authority case conference. After completing her hand written 
draft (she said this was in 30 May 1975) she gave it to the nursing officer 
who had taken it or sent it to the Authority’s offices to be typed. She had 
not seen the typed version before it was sent to the local authority. 


29. The nursing officer, who has now left the Authority’s employment, 
was interviewed. She could not be certain now of the date when the health 
visitor had given her the draft report — after she had been given it she had 
taken it to the Authority offices where she had waited for it to be typed. She 
did remember telephoning the health visitor from the Authority offices later 
and proposing that, to avoid delay, she should sign the typed copy on behalf 
of the health visitor and send it to the local authority. The health visitor had 
agreed to this. The nursing officer could not remember if she had checked 
the typed version against the handwritten draft. 


30. A social worker employed by the local authority said when 
interviewed that the draft report had been sent to the local authority where 
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it had been typed. The typed copy had been returned to the health visitor at 
clinic X to be signed there. A senior officer of the local authority told my 
officer that the draft must have been brought in by hand to the Social 
Services Department on the day it was written as it was received there that 
day. She said that the typed version should have been checked by a typist 
and again by a senior officer before being sent to the clinic X for signature. 
The local authority have told me that it was exceptional for a health visitor’s 
report to be submitted to the Social Services Department for typing. In this 
particular instance it was done to assist the health visitor because of the 
limited secretarial and administrative services available to her at that time. 


31. I have seen a copy of the handwritten report, the original of which 
was on the local authority’s file. It consists of three sheets. On the front 
sheet (a pre-printed form) the health visitor has written against ‘Date’: ‘20 
May 1975’. Also on the front sheet is a date stamp showing that it was 
received in the Social Services Department on 20 May 1975. I have 
compared the handwritten and the typed versions. The name of Doctor D is 
on the draft but the consultant’s name is on the typed document, which was 
circulated by the local authority before the case conference on 6 June 1975. 
There is a similarity in spelling between the names. The typed version has 
been signed by the nursing officer on behalf of the health visitor. 


32. The consultant told my officer that he had never prescribed Tryptizol 
for the complainant’s wife and that he had pointed out the error in the 
health visitor’s report at the local case conference which he had attended. 
Doctor D who no longer works at the family practitioner’s surgery was also 
interviewed, but she had no recollection of the health visitor telling her that 
the complainant’s wife had been taking three times the dose prescribed. She 
said she had prescribed an anti-depressant drug for the complainant’s wife 
which might have been Tryptizol; if she had taken three times the dose, 
there would have been little effect on her. 


Findings 

33. I cannot reconcile the differing accounts of when and where the typed 
document was prepared, but the evidence suggests that the version of events 
by the senior officer of the local authority is the most likely (neither the 
health visitor nor the nursing officer could offer any explanation for the fact 
that the draft report was on the local authority’s file). Certainly a typing 
error was made about the prescribing doctor’s name and was not corrected. 
I hope my investigation will go some way to reassuring the complainant that 
the mistake was pointed out at the local authority conference. I am unable 
to reconcile the complainant’s wife’s testimony with the health visitor’s own 
certainty that her statements about her exceeding the prescribed dose and 
her religious fasts were based on discussions with the complainant’s wife. 
While upholding the complaint that the statement that the consultant had 
prescribed was incorrect, I cannot unfortunately reach a firm conclusion on 
the other aspects of this part of the complaint. 
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(d) The complaint about the statement that the complainant’s wife rarely took 
her son out 


34. The Authority chairman told the Member that this statement, like the 
statement about the drugs and fasts, had been based by the health visitor on 
her discussions with the complainant’s wife. In their comments to me on the 
complaint the Authority added that in addition to these discussions a 
neighbour had approached both the family practitioner and the health 
visitor to state that the complainant’s wife scarcely ever took the child out 
and would ask her to do her shopping for her. 


35. In the course of the Authority’s own investigations the health visitor 
was asked to clarify this statement, as the Member told the chairman in his 
first letter of 28 May 1976 that he understood that the complainant’s wife 
had taken her son out three days a week. In a written statement to the Area 
Nurse (Child Health) a copy of which I have seen she said she had been 
referring to the fact that the complainant’s wife did not take her son out on 
normal daily outings in his push-chair to the shops or park. She said that a 
pram was never bought for him and it was left until he was about eight 
months old before a push-chair was bought. Transport to and from the child 
development centre and the centre for handicapped children had all been 
arranged for the complainant’s wife. In another statement to the Area 
Nurse, made during the course of my own enquiries the health visitor said 
she had had to obtain a second-hand pram in March 1975 for the children of 
the complainant’s wife’s sister, who came from abroad to stay for a time 
with her. This pram had been obtained because the complainant’s wife did 
not have one of her own. 

36. The health visitor told my officer that although she had not referred 
to her concern in her report she had spoken at the local authority case 
conference on 6 June 1975 about the fact that the complainant’s wife had 
rarely taken her son out. She told my officer that the family practitioner had 
told her on two occasions that he had been approached by neighbours, who 
had told him that the complainant’s wife was not taking her son out. 

37. The family practitioner confirmed this statement when interviewed 
although he was not certain how many times he had been approached. He 
told my officer that he thought that the complainant’s wife had always had a 
pram for her son. He had a vague memory of a pram which had been kept 
on the ground floor of the block of flats where the complainant lived. He did 
not think, from his own observations, that it was used very much. Doctor D 
told my officer that the complainant’s wife had always had a pram. 


38. My officer was present when the social worker employed by the local 
authority and based at hospital A was interviewed (paragraph 15). She said 
that the complainant’s wife had told her that she rarely took her son out 
because she did not know her way about the area. This social worker 
referred to her own record of her conversations with the complainant’s wife 
when she had been visiting her. I have seen copies of these records and one 
entry reads: ‘[the complainant’s wife] feels unable to take [her son] 
out—does not know area well. Does not want to see other children. 
Husband does shopping therefore she is cooped up with only [son] all day 
and nothing else to do but think about him and cry over him’. I have also 
seen a copy of this social worker’s report which was considered at the 
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assessment conference at the child development centre on 29 January 1975 
(paragraph 15). Part of this reads: ‘she spends all her time at home with 
him, she does not go out, she watches every movement’. 


39. The complainant’s wife told my officer that she took her son out two 
or three times every week. She never left him alone at home and when she 
went out shopping she took him with her. She occasionally took him out to 
see a friend of hers. They had obtained a push-chair for him when he was 
about nine months old but they had always had a pram for him. 


40. The social worker at the child development centre (paragraph 18) 
said when interviewed that the complainant’s wife had been a very regular 
attender at the centre. The family practitioner said he had formed the 
impression the the complainant’s wife was taking her son there regularly : he 
had often seen the hospital transport when it came to pick them up. The 
supervisor who had run the centre for handicapped children until March 
1975 was interviewed by an officer of the Local Commissioner for 
Administration. She said that the complainant’s wife had brought her son to 
that centre on two occasions before the local authority’s case conference on 
6 June 1975. 


Findings 


41. It is clearly not possible to ascertain now exactly how many times the 
complainant’s wife took her son out during the period in question. There 
seems no doubt that she was attending the child development centre twice a 
week on a fairly regular basis, and there were two other attendances at the 
centre for handicapped children. I cannot account for the differing opinions 
as to whether her son always had a pram. In view of her firm assertion that 
she always had one and the testimonies of the family practitioner and 
Doctor D I am inclined to think the health visitor may be mistaken on this 
point. 


Conclusion 


42. My investigation has been greatly hindered by the absence of the 
health visitor’s own file and clinic X attendance records. I have however 
established that some of the complaints about inaccuracies were justified. 
The complainant’s wife had attended clinic X on two occasions for certain; 
no home visits by a social worker had been planned; and the complainant’s 
wife had not been prescribed Tryptizol by the consultant. I have been 
unable to reach firm conclusions on other aspects of the complaint. 


43. During my investigation the family practitioner, the nursing officer 
and the Area Nurse (Child Health) all described the health visitor as very 
conscientious and I am happy to accept this judgment. I recognise that there 
have been a number of tragic cases of non-accidental injuries to children, 
and that staff will regard a child’s welfare and safety as the paramount aim. 
But my investigation has uncovered several inaccuracies in her report and I 
understand the complainant’s concern. 


les, 


Case No. W.7/77-78—Care and attention in hospital 


Complaint and background 
1. On 2 October 1975 the complainant’s mother, aged 83, was admitted 
to hospital, where on 11 February 1976 she died. 


2. The complainant says that: 
(a) the nursing care her mother received was inadequate; 
(b) some of her mother’s clothes were lost; 
(c) her mother was not encouraged to walk; and 


(d) although she could not manage to look after her mother at home, it 
was proposed to discharge her from hospital. 


Investigation and Findings 
(a) The complaints about nursing care 


(i) The complaint that the patient was placed into bed with insufficient 
care; that she developed bruise marks on her arms; and that her 
buttocks and the inside of her thighs became red and sore 


3. In her letter to me and in an interview with my officer the complainant 
said that when her mother was admitted to hospital her body was unmarked, 
but when she visited her mother the next day she noticed bruises on her 
arms. She mentioned this to the nursing staff who were unable to explain 
what had happened. The complainant said that on the same day she saw 
through the curtains her mother being lifted and put into bed by the nursing 
staff in a manner which she described as ‘throwing’. The complainant’s sister 
told my officer that on the next day she witnessed two nurses lift her mother 
off a chair and throw her on to the bed; her mother went white and cried 
out. She said that she was sure that her mother’s bruising was caused by 
rough handling. The complainant went on to say that ten days after her 
mother’s admission she had taken her to the lavatory and found that her 
buttocks and the inside of her thighs were red and sore. She told my officer 
that following her complaints about these incidents her mother was moved 
to another ward and a meeting was arranged at the hospital between herself, 
her husband and sister, the ward sister (sister A), the nursing officer and the 
district administrator but the outcome was unsatisfactory. 


4. Sister A told my officer she remembered that one evening she and a 
nurse who were the only staff on duty lifted the patient off a commode and 
put her to bed in the complainant’s sister’s presence. She said that the 
patient was lifted in a normal manner and the complainant’s sister made no 
comment at the time. She said that at the meeting with the relatives they 
tried to reassure them that the manner of lifting was correct and to explain 
that patients sometimes developed bruising as a result of deterioration in 
their condition on being admitted to hospital. And other members of the 
nursing staff confirmed that the patient bruised easily. 


5. The consultant told my officer that in his opinion there had been no 
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lack of care nor rough handling by the nursing staff. He said that elderly 
patients often had skin like parchment and bruised easily. 


6. The consultant went on to explain that the patient’s red and sore thighs 
and buttocks were due to her incontinence. I have examined the medical 
and nursing notes which show that the patient was confused and incontinent 
in hospital and that 11 days after her admission a urine rash developed for 
which she received treatment. 


7. It is clear that the patient had bruises and soreness and the reasons 
given to me for this are outlined in paragraphs 4, 5 and 6. Her daughters, 
however, attribute these conditions to inadequate nursing care. I know from 
evidence given to me during my investigations into similar complaints in 
other cases that elderly patients are all too easily susceptible to bruising and 
anxious relatives often misinterpret this by wrongly suspecting its cause. My 
investigation in this case has revealed no evidence which substantiates the 
particular complaint of rough handling. 


(11) The complaint that the patient suffered two abrasions and that 
dressings were applied incorrectly 


8. The complainant told my officer that on one occasion she visited her 
mother and found that her right wrist was bandaged. She looked under the 
bandage and found that her mother’s wrist had suffered an abrasion and the 
dressing had been put on upside down. The complainant works as an 
occupational nurse and she explained to my officer that the type of dressing 
used for her mother had a gauze surface on one side and a non-adherent 
surface on the other which should be applied to the wound. In her letter to 
me the complainant said that about two weeks later she discovered a second 
abrasion on her mother’s elbow and again the dressing had been put on 
incorrectly. 


9. The complainant told my officer that on each occasion she asked the 
nursing staff how these injuries had occurred but they were unable to offer 
any explanation; she also said that dressings were often applied incorrectly 
and their removal damaged the wounds still more. The complainant told my 
officer that she complained about this more than once to the nursing officer 
who said that the nurses had been told about it. 


10. In an interview with my officer the sister of the ward to which the 
patient was transferred on 20 October 1975 (sister B) confirmed that she 
had suffered abrasions to her wrist and arm. She said that the complainant’s 
mother in common with many other geriatric patients used to resist when 
being lifted into bed or being dressed. She told my officer that she did not 
know how the abrasion to the patient’s arm had happened but the abrasion 
to her wrist occurred when an auxiliary nurse was dressing her. She said the 
injury was reported to the nursing officer and a doctor called to examine it. 
Sister B said that dressings of the type used were sometimes applied 
incorrectly but they could be soaked off and no damage to the wound would 
result. 


11. The auxiliary nurse confirmed in an interview with my officer that she 
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had been responsible for the injury to the patient’s wrist. She explained that 
at the time she was taking a nightdress off the patient and the cuff 
accidentally caught the wrist. She said she informed the ward sister 
immediately the accident took place. 


12. The nursing officer told my officer that she was present when the 
injury to the patient’s elbow occurred. She explained that the patient 
accidentally rubbed her elbow against the nurse’s plastic apron and a small 
area of skin was removed. The nursing officer said she remembered that on 
one occasion the complainant telephoned her to complain that a dressing 
had been put on her mother incorrectly and she apologised for this error. 
The nursing officer confirmed that the nursing staff had been reminded of 
the correct way to apply the dressings. 


13. It is clearly unfortunate that the complainant was not given any 
explanation of the cause of the abrasions to her mother’s elbow and wrist at 
the time these injuries happened. But I am satisfied from my enquiries that 
they were accidental. The Authority have accepted that the dressings to the 
injuries were incorrectly applied and I emphasise the need for adequate 
training and supervision of the nursing staff in order to ensure that similar 
incidents do not arise in the future. 


(iii) The complaint that the nursing staff failed to notice that the patient’s 
face was swollen 


14. The complainant said that when she visited her mother one evening 
in November she noticed that her face was flushed, her lips were badly 
swollen and she was unable to move her mouth to speak. The complainant 
said that she asked to see the person in charge of the ward and a staff nurse 
came to look at her mother but did not notice anything wrong. On arriving 
home the complainant was so worried that she telephoned the night nursing 
officer at the hospital who promised that her mother would receive 
attention. The complainant said that later the same evening she received a 
telephone message from the night nursing officer to say that a doctor had 
seen her mother and treatment started. 


15. The day nursing officer told my officer that at the time of this incident 
the ward sister was away sick and the staff nurse (who did not normally 
work on the ward) was there to provide cover. The nursing officer said that 
she saw the patient on the ward during the late afternoon and had noticed 
nothing wrong. The following morning the night nursing officer reported the 
events of the night to her and when she saw the patient again a short while 
later she looked normal. 


16. My officer was unable to speak to the staff nurse who has since left 
the hospital. But the night nursing officer told my officer that following the 
complainant’s telephone call he examined the patient and found that her lips 
were swollen. He said that he telephoned for a doctor and in the few 
minutes that it took the doctor to arrive the swelling became worse. The 
doctor diagnosed the cause as an allergy and prescribed a course of 
treatment. 
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17. I find that the complainant noticed the swelling on her mother’s face 
at an early stage but a staff nurse who was unfamiliar with the patient did 
not and in deciding that the patient’s condition did not at the time require 
medical attention the staff nurse was acting in the exercise of her 
professional judgement which I cannot question. 


(iv) The complaint that although the patient could not feed herself 
properly she was not supervised at mealtimes 


18. The complainant told my officer that before her mother was admitted 
to hospital she had had a good appetite and could spoon feed herself. But 
she said that when she visited, she found her mother and other patients 
unattended, with cold soup on their locker and a sandwich on a plate on the 
bed which fell off when the patient tried to reach it. (In a separate interview 
with my officer the complainant’s sister complained that she had witnessed a 
nurse ‘shovelling’ food into her mother’s mouth.) 


19. The consultant told my officer that for most of the time the patient 
was able to feed herself. Sister B said that the patient in fact had never 
allowed anyone to feed her; she always insisted on holding a cup of soup 
herself and used to enjoy a sandwich. She explained that soup may have 
been found on a patient’s locker where it had been left to cool. 


20. I realise that hospital staff are heavily occupied at meal times and that 
they must give priority to helping those patients who are totally unable to 
feed themselves. I believe that the patient was able to feed herself and 
indeed insisted on doing so but I think at times she was inadequately 
supervised. 


(v) The complaint that during the winter months the patient had 
insufficient bed clothes 


21. The complainant told my officer that in winter the ward did not seem 
to be properly heated and the patients had insufficient blankets. She said 
that her mother had complained of feeling cold and on one occasion she had 
helped the ward sister to distribute extra blankets. The complainant’s sister 
told my officer that she also thought the ward was cold and observed that 
some of the nursing staff had worn cardigans. She said that once near 
Christmas her mother complained of being cold and she found that there 
was only a sheet and cover on the bed but no blanket. She said that she 
spoke to a nurse who stated that there were no blankets available but she 
did nevertheless manage to produce one. 


22. The nursing officer told my officer that there had been no reports of 
heating problems and the consultant said that he considered the level of 
heating to be generally adequate. The nursing officer went on to say that 
there was no rationing of blankets and patients could have as many as they 
needed for their comfort. Sister B told my officer that it was her practice to 
check patients on very cold days and she confirmed that the complainant 

helped her one day to put extra blankets on the beds. She said that she was 
~ not aware that the patient was once found with no blankets on her bed and 
she could not explain how this had happened. 
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23. From my enquiries I am satisfied that the heating of the ward is 
usually adequate and my officer who visited it early in winter did not find it 
cold. However, I think that on very cold days and particularly if the doors 
are left open (as I understand sometimes does happen) elderly patients may 
be in some discomfort and there is an obvious need for the nursing staff to 
ensure that the doors are kept shut and that the patients are comfortable 
and warm. But I believe that on occasions the complainant’s mother did 
complain of being cold and that once she was found with no blanket on her 
bed. I have no reason to believe that these were other than isolated 
incidents but I can well understand that her relatives were distressed by 
them. 


(vi) The complaint that the patient’s soiled clothing was not changed 


24. The complainant said that at least one member of the family visited 
her mother every day and she always had clean clothes in her bedside 
locker. But she told my officer that on almost every occasion when she 
visited her mother she found her in clothing wet with urine and badly 
stained with food and/or drink. The complainant’s sister said that on one 
Sunday she found her mother wearing a vest soaked in urine which had 
obviously not been changed for two or three days. She complained about 
this to a nurse who assured her that her mother had just been changed. 


25. Sister B told my officer that the complainant’s mother was frequently 
incontinent and this I have confirmed from the nursing notes. She said that 
regular rounds were made to take patients to the lavatory and to change 
those who had been incontinent. No patient would remain unattended for 
more than two hours. But she said that it was unavoidable that a patient 
who had been changed shortly before visiting time might again be 
incontinent just as the relatives arrived. The sister said she heard from the 
complainant’s sister that there was an occasion when she found her mother 
wearing a wet vest and she had made enquiries of the staff but none of them 
had noticed that the patient was wearing a vest which required changing. 
She said that complaints had been made about food stains on the patients 
clothing but these were inevitable when patients were encouraged to feed 
themselves. 


26. As I have said in paragraph 19 of this report, the patient was used to 
feeding herself, she was also incontinent, and I think there may well have 
been some occasions when her visitors found her in clothes which were 
either stained or wet. 


(b) The complaint that some of the patient’s clothing was mislaid 


27. The complainant told my officer that all her mother’s clothing which 
she had with her in hospital was marked with her name and the ward 
number. She said that despite these measures several vests and nightdresses, 
a dressing gown, a cardigan and a towel were lost. She said that soiled 
clothing should have been put in a polythene bag under the patient’s bed for 
collection and laundering by the relatives and although losses were reported 
to the nursing staff the enquiries they made were unsuccessful. The 
complainant’s sister confirmed that the staff had tried without success to find 
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some of her mother’s missing nightdresses and she said that she had once 
found the patient in the next bed wearing one of them. 


28. The nursing officer told my officer that she could not remember the 
complainant making any complaints about the loss of her mother’s clothing 
but she thought that there could be occasions when the staff changing a 
patient might not notice that the clothing was marked with a name and send 
it to the hospital laundry in error. The nursing officer said that when an item 
of clothing was reported missing the procedure was to telephone the laundry 
and also make enquiries of other wards. But at the time the complainant’s 
mother was in hospital the usual laundry was out of action. The district 
general administrator confirmed that due to a fire in this laundry, a 
commercial laundry was being used. 


29. Sister B told my officer that on a geriatric ward there was always a 
risk of confused patients going to the wrong locker and taking or putting on 
clothes which did not belong to them. She added that when the domestic 
staff cleaned the ward they might replace the polythene bags containing a 
patient’s soiled clothing under the wrong bed. She said that it was always 
possible for a patient’s own clothing, whether marked or not to be sent to 
the laundry in error and on one occasion she remembered sorting through 
the clean laundry which had been returned to the ward and finding clothing 
marked with the patient’s name. A former staff nurse on the ward told my 
officer that she knew of one occasion when a patient was mistakenly dressed 
in one of the patient’s nightdresses. This happened because the patient was 
moved to another bed in the ward but her personal locker was not moved at 
the same time. 


30. I believe that while the patient was in hospital some items of her 
clothing were mislaid and I think it likely that the clothes were sent to the 
laundry in error and lost. I know from other investigations I have carried out 
that clothing sometimes goes astray in this way and the situation was made 
worse here because the hospital was having to cope with the closure of its 
usual laundry due to a fire. But there is obviously room for improvement in 
the procedures in use at the hospital for dealing with patients’ personal 
clothing. 


(c) The complaint that the patient was not encouraged to walk during her stay 
in hospital 


31. In her letter to me the complainant said that when the consultant 
visited her mother at home he advised that she should be kept mobile but 
when her mother was in hospital this was not encouraged. The complainant 
told my officer that it had taken time and care to get her mother walking 
and she believed that the reason her mother had not walked in hospital was 
because the staff did not have the time or the patience. She said that a few 
days after her mother’s admission she had taken her to the lavatory and a 
nurse had admonished her saying her mother was not supposed to walk. 


32. The consultant told my officer that the patient had achieved some 
mobility in hospital, and I have seen a copy of the medical notes which 
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record that on 21 October 1975 she could walk with assistance. The 
consultant said however that the patient’s mobility was not good enough for 
her to go to the physiotherapy department for walking exercises. 


33. The consultant confirmed that he had advised the complainant that 
her mother should be kept mobile at home and I find that efforts were made 
to continue this mobilisation programme immediately following her 
mother’s admission to hospital. However as her condition deteriorated this 
no longer became practicable. 


(d) The complaint that although the complainant explained to the consultant 
that she could not adequately look after her mother at home, 
arrangements were made to discharge her 


34. The complainant told my officer that she and her husband met the 
consultant at his request. She said that he was unpleasant and intolerant of 
people who complained about the cost of bus fares to the hospital and 
commented that he supposed they wanted their mother to be transferred to 
another hospital. The complainant told my officer that she had never made 
any such remarks. She said that the consultant then suggested that she 
should take her mother home and stated that he was in any case, going to 
discharge her in a week or so. The complainant said she protested that she 
would not be able to manage her mother at home and after some argument 
the consultant denied that he intended discharging her. 


35. The consultant told my officer that at the meeting of 15 November 
1975 with the complainant and her husband, the nursing officer joined them 
for part of the time to deal with complaints about the nursing care. The 
consultant told my officer that he had made a special point of speaking to 
the patient and found that she was perfectly happy in hospital and unaware 
that complaints were being made on her behalf. But the consultant said that 
in view of the complainant’s dissatisfaction he thought it proper to give her 
the choice of having her mother home if she believed that she could care for 
her better there. The consultant told my officer however that never at any 
time had he decided to discharge the patient and he explained that before 
any elderly patient was discharged from hospital into the community 
detailed enquiries were made of the home circumstances. 


36. I believe that a misunderstanding arose between the consultant and 
the complainant. I cannot now say how this happened but it was unfortunate 
that the complainant gained the impression that the consultant had decided 
to discharge her mother when this was not the case. 


Conclusions 


37. Because of the passage of time since the incidents complained of took 
place, I have not been able wholly to resolve all the complaints but I have 
identified some shortcomings and the Authority have asked me to apologise 
to the complainant on their behalf for them. I invite the Authority also to 
review their procedures for dealing with patients’ personal clothing. 
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Case No. W.13/77—78—Inaccurate information about a patient’s condition 


Complaint and background 


1. The complainant’s mother was a patient in a hospital from 1 to 10 
March 1976. She was readmitted to hospital on 13 March 1976 and she died 
there on 6 April. The complainant contends that: 


(a) although her mother was dying from cancer and in constant pain, 
medical and nursing staff repeatedly told the complainant that there 
was nothing medically wrong with her but that she was suffering 
from depression. But on 5 April, having been allowed to see her 
mother without first having been warned of her serious condition, 
the complainant was told that her mother was dying of cancer; 


(b) when she telephoned the hospital at 7.45 am on 6 April she was told 
that her mother’s condition was worse and that her sister-in-law, 
who had been informed, would be getting in touch with her. In fact, 
her mother had died some three hours earlier; 


(c) the nursing care was inadequate; for example, on one occasion her 
mother had asked for a pain-killing injection which was overdue, 
only to be told by a nurse that there were more important people in 
the ward; and 


(d) she wrote to the surgeon two weeks after her mother’s death but 
received no reply. Some five months later she made a written 
complaint to the local Health District of the Area Health Authority 
(the Authority) but was not satisfied with their reply, nor with the 
manner in which they had dealt with her complaint. 


Investigation 


The complaint about the complainant being told that there was nothing 
medically wrong with her mother 


2. The complainant said that after the initial ten-day period in hospital 
her mother was discharged on 10 March with the intention that she should 
attend as an out-patient at another hospital a month later. However, the 
stomach pains which her mother had had from before her admission were no 
better and she had to be readmitted three days later. On readmission x-rays 
were carried out and after about three hours the complainant said she was 
told by a doctor that her mother had a blockage of the bowel, that she 
would be given treatment, and that she would be all right in a week or so. 


3. About a week after readmission, the complainant was concerned that 
her mother seemed to be getting worse. She told me that she and her 
husband visited her mother frequently; she said they could see her mother 
was suffering and in constant pain but the hospital staff would not agree. 
The complainant was worried and frustrated because nobody believed them. 
She said she was repeatedly told by nurses that her mother ‘thought she had 
a pain’ but that really ‘it was all in her mind’ and that her mother was 
making herself believe she was ill. The complainant and her husband were 
convinced her mother had cancer, and her mother thought this herself. 
However, a doctor assured the complainant that her mother was not as ill as 
ber daughter thought and that her condition was due to depression 
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stemming from the death of her husband the year before. The complainant 
said she pointed out to the doctor that her mother suffered from asbestosis 
and might have cancer. 


4. The complainant told my officer that on 2 April at about 9.00 pm she 
had been alarmed by her mother’s appearance as she appeared dehydrated 
and her tongue was black; she thought her mother was dying. She said she 
sought the advice of the sister who told her there was nothing medically 
wrong with her mother and that ‘it was all in her mind’. The conversation 
became heated and the complainant said the sister turned down her request 
for her mother to be transferred to the other hospital. The complainant also 
told my officer that the sister reminded her of the privilege she was being 
afforded by visiting after normal visiting hours. (This had been arranged as 
the complainant worked part-time some evenings.) 


5. The complainant had then resolved to bring her mother home but on 
visiting the hospital the next day (Saturday) she noticed that her mother’s 
stomach was swollen and that a drip had been set up. She told my officer 
that because of the argument the evening before she felt reluctant to enquire 
about her mother’s condition, and was not informed by any of the nurses 
what was happening. However, she said that on the following morning, 
Sunday, she received a telephone call from an aunt who told her that when 
she had telephoned the hospital to enquire about the complainant’s mother 
she had been informed there was to be an operation. When the complainant 
herself telephoned the hospital she said she was told that her mother was 
being prepared for operation and there was therefore no point in visiting 
that day. But at midday, the hospital got in touch with her to say that the 
operation would be carried out later in the day and she could visit. When 
she saw her mother she told her that she had had an x-ray late on Saturday 
night and that the hospital had wanted to contact the complainant; her 
mother had, however, advised against this as she did not want her daughter 
to worry. The complainant told my officer she telephoned the hospital 
several times on Sunday evening but was not told why her mother was 
having the operation, which I have established was performed early that 
evening. 


6. The complainant told my officer that she telephoned again at about 
9.00 am on Monday 5 April and was asked to come to the hospital around 
lunch time when she would be seen by a doctor. (In her letter of complaint 
of 1 September 1976 she stated that she was asked to come in at around 
1.30 pm.) On arriving there at about 12.30 pm she was seen by a woman, 
not in uniform, who told her which room her mother was in. When the 
complainant entered the room she was shocked to find her mother in a very 
poor condition. After a short time a nurse came in and told her that a doctor 
would see her presently. When the doctor arrived she explained to the 
complainant that her mother was dying from cancer. 


7. The consultant who had oversight of the patient’s treatment told my 
officer that she was known to have asbestosis and that although cancer had 
been discussed as a possible diagnosis this had not been identified by the 
extensive tests and examinations which had been carried out. I have 
confirmed from the medical records that the patient’s previous history of 
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asbestosis is documented there. The consultant said that on Saturday 3 April 
the patient’s condition had deteriorated and her abdomen swollen. The 
operation carried out the next day revealed extensive cancer and there was 
no way in which the patient could be helped surgically. 


8. The house officer who spoke to the complainant told my officer that 
she recognised that the complainant was in need of a lot of reassurance 
because she thought the staff were not aware of her mother’s pain. She said 
that the patient had been given several pain-killing drugs (eg fortral, 
maxalon, pethadine) and that it was sometimes necessary to refuse her 
request for further doses because it was often less than two hours since a 
previous injection. She explained that the patient was thought to be 
depressed so on 22 March a psychiatrist was asked to see her. I have seen 
the report of the psychiatrist’s assessment which shows that he concluded 
that the patient was suffering from depression as the result of her husband’s 
death but that he did not rule out the possibility of an organic illness. Anti- 
depressant drugs were prescribed and the nursing notes show that for the 
next few days the patient showed signs of improving. 


9. The house officer recalled that the complainant and her mother had 
believed that the condition was symptomatic of cancer and that she had 
explained that this had not been identified by examination and tests prior to 
the operation. She said she had been shocked at the findings of the 
operation and very much regretted having to tell the complainant that her 
mother was dying from cancer. She told my officer that the patient’s death 
was inevitable because of the extent of the cancer and commented that it 
was difficult to know what to say to someone when they had been proved 
correct and medical opinion had been wrong. 


10. The sister who was in charge of the ward when the complainant’s 
mother was a patient there has said that the complainant frequently asked 
nurses about her mother’s condition and that she herself remembered seeing 
her on two occasions. She thought their first meeting was on 25 or 26 March 
not 2 April as recollected by the complainant. The complainant had called at 
the sister’s office to ask about her mother and she had explained to her that 
the patient was thought to be suffering from depression and that she was to 
be examined by a psychiatrist. (The medical records show that this 
examination was on 26 March.) The sister denied saying that the patient’s 
pain was all in her mind and said she told the complainant that a psychiatric 
examination did not mean there was nothing else wrong with her mother. 
The sister was certain she would not have said there was nothing medically 
wrong with the patient as the giving of such information was outside her 
province. She also denied refusing the complainant’s request to have her 
mother transferred to another hospital as such a request would have been 
referred to a member of the medical staff. The staff nurse who was the 
senior nurse on duty on the evening of 2 April was seen by my officer but 
she could remember no particular conversation with the complainant. 


11. I have seen the nurses’ duty chart, which shows that the sister went 
off duty at 2.30 pm on 2 April. Originally the sister was scheduled to have 
been on duty until 9.00 pm on that day but she apparently changed duties 
with a staff nurse, and went off in the afternoon instead. 
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12. The sister said she saw the complainant again on 5 April, the day 
before her mother’s death. The complainant rang the hospital at about 
9.00 am to ask about her mother; the sister said she told her that the patient 
was worse and asked her to come to the hospital around lunch-time so that 
she might be seen by a doctor. The complainant arrived at the ward at about 
12.30 pm and was thought to have been met by a ward clerk. The sister told 
my officer that it was not normal for visitors to be met so, but she thought 
she might have asked the ward clerk to undertake the task while she 
completed some other duty. She felt certain that the complainant would be 
taken to her mother’s room and not merely shown where it was. However, 
the sister said she went into the room soon after the complainant and told 
her that she would be seen by a doctor presently. Some time later, after she 
was seen by a doctor, a relative came to take the complainant home as she 
was in a very distressed state. The AHA have confirmed to me that it is not 
part of a ward clerk’s duties to meet visitors, but they said that visitors might 
occasionally make enquiries at a ward clerk’s office or a ward clerk might 
offer to help by showing the visitor to the sister’s office. When questioned by 
the general administrator neither of the ward clerks could remember any 
such incident involving the complainant. 


Findings 

13. The complainant believed her mother to be dying of cancer and said 
so to medical and nursing staff. But despite tests and examinations the 
presence of cancer was not revealed until the operation. A diagnosis arrived 
at by the medical staff solely in the exercise of their clinical judgement is not 
something which I am able to question. The house officer has said that she 
tried to reassure the complainant but on the day before her mother died she 
then had the difficult task of telling the complainant that nothing further 
could be done for her mother. I think the house officer’s remarks to the 
complainant were made with good intentions and were not designed to 
conceal any shortcomings on the part of the hospital staff, who I believe did 
their best to establish the cause of the patient’s symptoms by means of 
various tests and examinations. However, it is evident that whatever 
reassurance the staff intended to convey to the complainant during the 
period before her mother had the operation, she remained unconvinced and 
in the event was, tragically, proved right. 


14. The complainant was certain that she had spoken to the sister on the 
Friday night before her mother died, but the sister is equally certain that a 
conversation did not take place on that night. The duty chart shows the 
sister as going off duty at 2.30 pm so she could not have had such a 
conversation with her that day. It is possible that the complainant is 
mistaken in thinking that it was on the Friday evening, 2 April, that she 
sought out the sister to discuss her mother’s condition, or she may have 
spoken to someone else that evening. The nursing notes bear out her 
recollection that by the following day her mother had deteriorated to the 
stage when a drip was put up and there is also a reference to the need for 
Special attention to mouth care. Because of the lack of corroborative 
information, I cannot be certain exactly what occurred and when, but on the 
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balance of the evidence I think that a conversation substantially of the kind 
described by the complainant did take place; it is however possible that 
because of her anxiety over her mother she may have misunderstood some 
of what was said to her. 


15. I am concerned about the events surrounding the complainant’s visit 
to the hospital on 5 April, by which time it was known that the patient was 
dying. The sister said that when the complainant telephoned at about 
9.00 am on 5 April she was asked to come to the hospital around lunch-time 
when a doctor would be available to speak to her. On arriving on the ward 
the complainant was not seen by a member of the medical or nursing staff 
before seeing her mother. I am not satisfied that sufficient effort was made 
to ensure that the complainant would be prepared to see the patient in the 
poor condition in which she was following the operation. 


The complaint that the complainant was not informed of her mother’s death 
although she telephoned the hospital that morning 


16. The complainant has said that she rang the hospital at 7.45 am on 
6 April to see how her mother was. She was told that her mother was worse 
and that her sister-in-law had been contacted and would be in touch with 
her. Shortly afterwards the sister-in-law telephoned the complainant to say 
that her mother had died at 5.00 am. 


17. A form completed on 13 March and held in the clinical file shows that 
the complainant was named as the next-of-kin. But in a statement to me her 
sister-in-law explained that she had been concerned about the complainant’s 
emotional state following their visit to the hospital on 5 April and was afraid 
of the complainant being informed of bad news while she was on her own. 
She had therefore asked the sister that any news of the patient’s condition 
should be given to her. Consequently, early on 6 April the sister-in-law was 
advised by the hospital thatthe patient had died but she did not contact the 
complainant until 8.00 am, making sure before she told her of her mother’s 
death that her husband was with her. 


Findings 

18. The hospital acted in good faith on the request of the sister-in-law by 
informing her first of the patient’s death and in the circumstances I do not 
criticise the hospital on this aspect of the complaint. I think however that it 
would have been advisable to keep a record of the sister-in-law’s request. 


The complaint about the care and attention given to her mother at the hospital 


19. The complainant said that on one occasion her mother had told her 
that when she asked a nurse for a pain-killing injection that was overdue she 
had been told there were more important people in the ward than her. The 
Authority were unable to find out anything about this during their 
investigations and none of the staff interviewed by my officer had any 
knowledge of such an incident. 


D3) 


20. The complainant said that when she visited the hospital on 5 April 
her mother was delirious and seemed agitated. While she and her sister-in- 
law were sitting at the bedside a nurse came into the room and impatiently 
stuck a paper tissue in the patient’s hand saying that she had been pointing 
at the wall all day and that this might stop her. The sister-in-law gave me a 
similar description of the incident. 


21. A pupil nurse who fitted the description given by the complainant and 
her sister-in-law and who was on duty on the ward that day remembered 
that the patient had been very confused and had mistaken the nurse for her 
sister several times. The nurse denied knowledge of such an incident 
however, nor did any of the other nurses seen by my officer remember 
anything about it. 


22. The patient had also told her daughter of an incident which occurred 
during a doctor’s round. She had complained to the consultant that she 
could not eat the hospital food and she said the consultant had told her to 
get her daughter to bring food in. The consultant could remember no such 
incident when questioned by my officer but said that he could not imagine 
being rude to the patient. The house officer, however, remembered the 
incident as an attempt by the consultant to cheer up the patient. The 
suggestion that the complainant should bring food in to her mother was not 
meant in an offensive manner but was made so that the patient should feel 
free to have something tasty if she so wished. 


Findings 

23. Because of the lack of corroborative evidence, I have been unable to 
come to any firm conclusion about whether there was a lack of care and 
attention on the part of any of the nurses. But the complainant and her 
sister-in-law were obviously upset by an incident on 5 April involving a 
member of the nursing staff, and I am inclined to believe that an injudicious 
remark was passed on that occasion. Patients in a state of anxiety can be 
ultra-sensitive to remarks made to them and I think it likely that the 
complainant’s mother misunderstood the consultant’s intention in making 
the remark about the food. 


The complaint that the complainant wrote to the consultant two weeks after 
her mother’s death but received no reply, and that she was dissatisfied with the 
way in which the Authority dealt with her complaint 


24. On 22 April the complainant wrote to the consultant expressing her 
dissatisfaction with the way her mother had been treated in hospital, but she 
received no reply. The consultant told my officer that he did not think it 
necessary to reply to the letter as he considered the complainant had simply 
wanted to express her dissatisfaction to him. 


25. The complainant wrote to the health district on 1 September 1976, 
and the general administrator (‘the administrator’) replied on 1 November. 
She wrote again on 6 December expressing dissatisfaction at some of the 
answers to her complaint, which she felt were mostly based on assumption 
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rather than facts. A further attempt to clarify matters was made when the 
administrator wrote to her on 17 January 1977 but she remained dissatisfied 
and on 12 April wrote to my office. 


26. | have seen that on receipt of the complainant’s letter on 
1 September the administrator asked the sector administrator to look into 
the complaint. On 6 October the sector administrator replied giving a 
summary of the patient’s treatment in hospital and commenting on the 
various points raised in the complaint. I have examined copies of that report 
and the replies which were sent to the complainant, and my investigations 
have revealed certain inaccuracies in these documents. The letter from the 
general administrator dated 1 November shows that he understood that the 
complainant had seen the ward sister on Friday 2 April but the sister told 
my officer that she was not on duty that evening and denied telling the 
complainant that there was nothing medically wrong with the patient. The 
sister also told my officer that although she had been interviewed about the 
complaint by the sector administrator she had not been asked about specific 
dates or what had been said during conversations with the complainant. 


Findings 


27. In explaining to the complainant why she had not been informed of 
her mother’s death the administrator had said that her sister-in-law had been 
given as next-of-kin, but the records show that this was not so. Various 
assumptions were made in the first reply and only after the complainant’s 
second letter were some of these resolved by the administrator following 
further discussions with the relevant members of staff. The complaint about 
the visit to the hospital the day before the complainant’s mother died does 
not seem to have been dealt with adequately; for although the authority 
stated the reason for the complainant being asked to come to the hospital 
‘around lunch-time’, no mention was made about the way in which she was 
received when she arrived at the hospital. 


28. The consultant considered that the complainant’s letter was an 
expression of her dissatisfaction and did not warrant a reply, but I think he 
should have replied to her or passed it to the sector administrator to do so, 
perhaps with a view to inviting the complainant to a meeting with the 
consultant to discuss her concern. I also think the administrator should have 
seen a copy of this letter when the complainant made her complaint to the 
AHA in September. I consider that their investigation was not sufficiently 
thorough and that this was reflected in their reply to the complainant. 


Conclusion 


29. I extend my sympathy to the complainant in the loss of her mother in 
such distressing circumstances. Although she was convinced her mother was 
dying from cancer (as the patient herself believed) this was not established 
until an operation revealed extensive cancer two days before the patient 
died. Until that time efforts had continued to identify the cause of the 
symptoms. 
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30. I have been unable to say whether there was a delay in administering 
a pain-killing drug, or whether the patient was treated in an off-hand 
manner the day before she died, although I think that some ill-considered 
remark was probably made on that occasion. I am certain however that on 
Monday 5 April when the complainant was summoned to the hospital 
adequate arrangements had not been made to meet her and prepare her 
before going in to see her mother. I ask the health authority to apologise to 
her for this and to take steps to avoid this sort of incident arising again. 


31. I have also criticised the authority for their handling of the complaint. 
I think the complainant is due an apology for this. 


Case No W.54/77-—78—Inadequate communications and poor nursing care 


Complaint and Background 


1. The complainant’s daughter, aged 12 years, was admitted to hospital A 
on 18 October 1972 and was transferred to hospital B on 21 November 
from where she was discharged on 1 December. 


2. In February 1973 the complainant consulted a firm of solicitors about 
the care and treatment his daughter received at hospital A. He considered 
that the two operations his daughter underwent were unnecessary and that 
the medical staff involved in her care were negligent. Action, though 
protracted, was successfully taken by the solicitors acting for the 
complainant to obtain his daughter’s hospital records. Two expert medical 
opinions were obtained to comment whether, on the evidence available from 
the records, there was justification for the allegations of negligence. As a 
result of the reports from the expert medical opinions, it was considered by 
the solicitors acting for the complainant that further proceedings were not 
justified. On 30 December 1975 the complainant was informed by his 
solicitors that the case of negligence was not thought to be supported by the 
evidence and legal action was subsequently discontinued. 


3. On 21 June 1976 the complainant wrote to his Member of Parliament 
(‘the Member’) asking for his advice on the events which had occurred since 
his daughter’s admission to hospital in 1972. The Member subsequently 
wrote on 15 July 1976 to the area administrator of the Area Health 
Authority (the Authority) requesting an examination of the facts of the case. 
The local district administrator of the Authority replied that he did not 
consider, in view of events which had preceded the Member’s letter to the 
Authority, that a further examination of the facts was likely to benefit the 
complainant, but agreed to make arrangements for the Authority to carry 
out an investigation if the Member thought it desirable. The complainant 
was consequently dissuaded by his Member from accepting the offer of an 
examination of his case by the Authority, which was considered unlikely to 
result in an admission of negligence. 


4. On 11 January 1977 the Member wrote to me about the complaint. I 
commented that the main point of the complaint concerned the actions by 
doctors taken solely in the exercise of clinical judgment in connection with a 
patient’s treatment, which was outside my area of jurisdiction. I did, 
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however, point out that there were some peripheral aspects of the complaint 
which I would be able to investigate were it not for the fact that he wished 
to sue the hospital authorities for negligence. 


5. On 10 May 1977 the Member wrote informing me that the 
complainant had reassured him that he would be satisfied with a limited 
investigation into some aspects of his complaints. On 15 June 1977 the 
complainant gave his assurance to my officer that no further legal action was 
contemplated. I therefore undertook a limited investigation into his 
complaints alleging inaccurate, contradictory and _ inconsiderate 
communications on the part of the medical and nursing staff; inadequate 
nursing care given to his daughter; and the falsification of medical and 
nursing records. 


6. The Authority agreed to my investigation of the complaints, as 
outlined in paragraph 5 above, without their prior investigation. 


Investigation 


(a) The complaint about the inaccurate, contradictory and inconsiderate 
communications on the part of the medical and nursing staff 


7. The complainant told my officer that on the day of his daughter’s 
admission to hospital A he was asked by the house officer to give his consent 
to an exploratory operation to establish the cause of her illness, which was 
unknown. A few minutes later the surgical registrar told him that there was 
no doubt that she had an ectopic pregnancy. The complainant categorically 
denied the possibility, and was subsequently seen by the ward sister, who 
gave an explanation about ectopic pregnancies and commented that fathers 
never believed their twelve-year-old daughters might be pregnant. The 
complainant stated that, following the first operation, he was always told by 
the nursing staff that his daughter was ‘fine’, despite the fact that he could 
see she was losing weight and deteriorating. He also commented that the 
relief ward sister, after an incident involving his daughter’s care, refused to 
communicate with him. On another occasion the consultant surgeon is said 
to have told the complainant that he wanted to carry out a second operation 
to make sure that the surgical registrar had not overlooked anything during 
the first one. The complainant pointed out that the operation had been 
carried out by the consultant gynaecologist. As an example of what he 
considered reflected a lack of consideration the complainant mentioned an 
incident when he asked the consultant surgeon whether his daughter could 
be given a little more water to quench her thirst. The consultant, he stated, 
replied that the nurses had their instructions. 


8. In their comments to me the Authority stated that since the house 
officer and the registrar were no longer at hospital A, it was not possible to 
say what verbal exchanges had taken place between them and the 
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complainant. The sister, who admitted the complainant’s daughter to the 
ward, had been interviewed but was unable to remember either her or the 
complainant. From her personal knowledge of the sister the divisional 
nursing officer (DNO) was surprised at the allegations made against her. 


9. The Authority went on to say that it was difficult to comment on 
whether the nursing staff had told the complainant that his daughter was fine 
since they had no recollection of the events. For the same reason it was 
difficult to comment on the attitude of individual members of staff. 


10. They also informed me that the surgical registrar had in fact carried 
out the first operation. The consultant gynaecologist had only been called in 
as a second opinion prior to the operation. The consultant surgeon himself 
had carried out the second operation on the complainant’s daughter. They 
said that it was extremely difficult for staff to remember details of 
conversations with relatives and it was not possible to comment on the water 
incident (paragraph 7). 


11. From my examination of the clinical notes held at hospital A I have 
established that on 18 October the house officer obtained the complainant’s 
consent to a laparotomy operation on his daughter. I understand that the 
laparotomy operation was carried out in order to explore her abdomen. 


12. The surgical registrar, who is now resident in Australia, informed me 
in the correspondence I had with him, that he remembered the 
complainant’s daughter reasonably well because she posed a diagnostic 
problem for the five weeks she was in hospital A, during which time she 
underwent two laparotomies which failed to reveal the cause of her 
symptoms. When he first saw her on 18 October in the casualty department 
of hospital A it was not possible to make a definite diagnosis but it was clear 
that she required admission for resuscitation and further investigation. 
When he saw her later that day he considered that she was quite seriously 
ill. Although he could not recall in precise detail any conversation with the 
complainant, he assumed that he would have spoken to him as the father of 
the patient and asked, as an aid to diagnosis, if there was any possibility of 
pregnancy. He commented that in his opinion this was a reasonable and 
necessary question to clarify diagnosis. And he went on to say that he 
thought he would have explained the reason for his question was that a 
diagnostic possibility was a ruptured ectopic pregnancy. The surgical 
registrar pointed out that from his entry in the notes it was clear that this 
was only a provisional diagnostic thought — ‘sounds very like a ruptured 
ectopic’ — and he assured me that he would not have told the complainant 
that it was a firm diagnosis. He did recall that the complainant had 
emphatically denied any possibility of his daughter being pregnant. The 
surgical registrar then asked the consultant obstetrician and gynaecologist 
for his opinion on the symptoms. The consultant considered that their cause 
was probably not gynaecological (ie the complainant’s daughter was 
probably not pregnant). 


13. The ward sister, who was on duty on the day of the complainant’s 
daughter’s admission to hospital A, told my officer that she could not recall 
the patient or her father. She was unable to remember giving an explanation 
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about ectopic pregnancies or remarking that fathers could not believe in the 
possibility of their twelve-year-old daughters being pregnant. 


14. One of the staff nurses, who has since left the hospital, recalled 
speaking to the complainant but not the nature of the conversation. She 
assured me that she would not have attempted to mislead him by giving him 
incorrect information about his daughter’s condition. But she pointed out 
that staff would have been anxious to avoid causing the complainant 
unnecessary distress. She thought she herself might have told him that his 
daughter was comfortable. 


15. Another staff nurse, who has also since left the hospital, remembered 


that the complainant had been extremely apprehensive and had shown a 
natural anxiety about his daughter’s condition. He had sought, she said, 
continual reassurance and had tried to talk about his daughter’s condition to 
any nurse available. She considered that he had needed to understand 
exactly what was wrong with his daughter and, because the reason for her 
stomach’s failure to function was unknown, his anxiety was heightened. It 
was the normal practice, she said, for the ward sister to pass information on 
to relatives about patients. 


16. The relief ward sister told my officer that she was unable to recall 
refusing to speak to the complainant but she commented that he had been 
so aggressive and difficult that she might have tried to stay out of his way to 
avoid confrontation. 


17. Some members of the nursing staff, who have since left the hospital 
told my officer that the relief ward sister had an unfortunate manner, which 
the DNO confirmed. One ex-member of staff commented that the ward 
sister had not enjoyed working on a surgical ward and was impatient with 
children and young adults. She commented that at the time the 
complainant’s daughter was a patient there had been some problem on the 
ward between the relief sister and other members of the nursing staff. 
Another nurse told my officer that she would not have been surprised, in 
view of her personality, if the reJief ward sister had refused to speak to the 
complainant. The senior nursing officer told my officer that she would have 
expected nurses’ training to be sufficently sound to ensure that staff 
communicated on a professional and humane rather than on an emotional 
level. 


18. With regard to what the complainant considered to be inaccurate 
communication on the question of which doctor performed the first 
operation, the consultant surgeon told my officer that his surgical registrar 
had carried out the first laparotomy (which I can confirm from my 
examination of the original clinical notes) and he himself had carried out a 
second. The consultant obstetrician and gynaecologist had been involved in 
giving his opinion on the cause of the symptoms and not in subsequently 
carrying out the operation. The consultant surgeon had carried out the 
second operation on 3 November because, he said, he had been unable to 
reach a conclusive diagnosis of the symptoms and he had wanted to ensure 
that his registrar had not overlooked anything on the first occasion. 
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19, Although the consultant surgeon was unable to recall the complainant 
asking if his daughter might have some water, he agreed that he had 
probably shown signs of irritation. He considered that the complainant had 
been very demanding and he recalled one occasion when the complainant 
called upon him at his home and started shouting. 


Findings 

20. I think it unlikely that the surgical registrar informed the complainant 
that his daughter had an ectopic pregnancy. I consider it much more likely 
that it was mentioned only as a possible diagnosis and by way of explanation 
for the questions the registrar had previously asked the complainant. I do 
not, therefore, consider that the information given was inaccurate or 
conflicted with what the house officer had said when he asked for the 
complainant’s consent to a laparotomy. But I think the sequence of events 
proved unfortunate in that the surgical registrar spoke to the complainant 
before the consultant gynaecologist and obstetrician gave his opinion about 
the diagnosis. I have been unable to establish the reason for, or the nature 
of, the explanation which was given by the sister about an ectopic 
pregnancy, because of the very considerable period of time which has 
elapsed since the events complained of occurred. If, on the basis of a 
provisional diagnosis, the information was volunteered rather than given at 
the complainant’s request, although no doubt intended to be helpful, I think 
it would have been premature and insensitive. I have been unable to 
establish what information the complainant was given about his daughter’s 
condition but I do not think it likely that staff would deliberately have tried 
to mislead him. I think it was clear to staff that the complainant was 
naturally very anxious about his daughter and needed reassurance which 
they attempted to give. I think it very probable that the relief ward sister did 
refuse to speak to the complainant, and if so it was reprehensible and 
unprofessional. This no doubt contributed significantly to the unfortunate 
atmosphere which developed between him and some members of staff. I do 
not know why the complainant thought that the consultant obstetrician and 
gynaecologist was to carry out the first laparotomy, but there is no doubt 
that he was called in on 18 October only for the purpose of giving his 
opinion and that the operation was carried out by the surgical registrar. The 
information given to the complainant by the consultant surgeon was, 
therefore, correct. There seems to be a possibility that the consultant 
surgeon did show signs of irritation when the complainant asked if his 
daughter could have more water to drink. If this was so, I think it 
unfortunate. 


(b) The complaint about inadequate nursing care 


21. The complainant told my officer that after the first operation he went 
into the ward, which was for adult patients, and discovered a nurse cutting 
his daughter’s hair (which he immediately stopped) because, she said, it was 
matted and too difficult to clean. His daughter also told him, at some stage, 
that she had not been washed. The complainant and his daughter’s 
grandmother, had therefore given her daily blanket baths themselves. The 
complainant went on to say that, during the time his daughter was nursed in 
a cubicle on the surgical ward, she had no means of attracting the attention 
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of the nursing staff, when necessary. The complainant also recounted an 
incident when, on 29 October, his daughter was given chicken, mashed 
potato and jelly, because of a mistake on the part of the nursing staff, who 
had instructions to start her on a light diet. As a result of this error his 
daughter had to undergo a second operation. On another occasion, probably 
on 17 November, during afternoon visiting, the patient’s grandmother 
discovered her lying in a wet bed and she asked the nursing staff whether 
she could change the bed linen, but was informed that they would attend to 
it. When she returned for evening visiting, the bed was still wet, as a result 
of which a dispute ensued with a staff nurse. However, later that evening the 
staff nurse telephoned the grandmother and informed her that the bed linen 
had been changed. The complainant told my officer that on 19 November 
his daughter was allowed home for an hour or so for therapeutic reasons. 
When he went to collect her there were no nursing staff on the ward so he 
had to dress her himself and take her from the hospital without any 
assistance from the nursing staff. 


22. In their comments to me the Authority stated that after a lapse of five 
years it was not possible to comment on the validity of many of the 
allegations of inadequate nursing care. It had been established, however, 
that the cubicle on the ward had a locker with an integrated bell. It seemed 
wrong to say, therefore, that the complainant’s daughter was nursed in a 
cubicle without any means of attracting attention. The Authority assured me 
that none of the hospital wards were ever left unstaffed, but pointed out that 
in view of the time lapse it had been very difficult to investigate the 
complaints. 


23. All the staff interviewed told my officer that nurses were not expected 
to cut patients’ hair without their express permission. When a patient’s hair 
became matted and dirty and the patient was too ill to have it washed, 
nursing staff would normally swab the hair using an antiseptic solution or 
spirit. There might be circumstances where the only solution to the problem 
was to cut out a piece of the patient’s hair. But I am assured that nursing 
staff would not do anything radically to alter a hairstyle. None of the staff 
could recollect attempting to cut the complainant’s daughter’s hair. 


24. Regarding the complaint.that the complainant’s daughter was nursed 
on an adult ward, I was informed by the sector administrator that there was 
no provision for the separate nursing of adolescents at hospital A and this 
had long been recognised as a problem. 


25. In a policy statement issued by the Department of Health and Social 
Security outlined in paragraph 50 of the annex to the circular HM(71)22 it 
is stated that: 


‘If there are not sufficient adolescents in a hospital to warrant the 
provision of male and female adolescent wards, they should 
nevertheless be placed in side wards or similar accommodation.’ 
The complainant’s daughter was nursed in a cubicle on the surgical ward for 
a time. 


26. On the question of washing patients, the nursing staff interviewed 
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explained that there might be occasion, in the case of critically ill patients, 
when it would not be beneficial to give blanket baths. In these cases it was 
usual to sponge lightly the patient’s hands and face. Patients confined to bed 
were routinely washed by the day and night staff and it was unlikely that a 
patient would be overlooked on more than one occasion. I was told that in 
1972 informal notebooks (now destroyed) were kept, which contained the 
nursing orders for each patient. As each task was completed a tick was 
placed against the instruction in the notebook, which was routinely checked 
by the nurse in charge of the ward. The staff thought it possible the 
grandmother and the complainant had wanted to be helpful and had washed 
the patient themselves. 


27. The DNO told me that there were call bells on the ward when the 
complainant’s daughter was a patient in 1972 and she stated that there 
would also have been one in the ward’s cubicle. When my officer examined 
the cubicle, although there was provision for a call bell, there was not one 
present. The patient in the cubicle at the time of my officer’s visit 
commented that there had never been a bell in the cubicle in the period she 
had been there. 


28. My officer was informed by some members of the nursing staff that 
when patients were put on light diets, it was usual to give them fruit juices 
and then progress to jelly and ice-cream until eventually they were able to 
digest chicken, mince and steamed fish, etc. It was thought by some ex- 
members of staff that, from their examination of the clinical notes, the 
complainant’s daughter had not been introduced gradually to a light diet. 


29. The consultant surgeon reassured my officer that the second 
operation the complainant’s daughter underwent had nothing at all to do 
with the ill-effects she experienced after taking solid food on 29 October. 
He had carried out the second operation, as stated in paragraph 18, because 
he had wanted to make certain that nothing had been overlooked during the 
first operation. He commented that he was satisfied that the food the 
complainant’s daughter was given on 29 October was appropriate to a light 
diet. 


30. All the nursing staff interviewed told my officer that wet beds were 
normally changed as soon as they came to the notice of staff. It was 
explained that there might be some delay if an emergency occurred on the 
ward, which required the attention of most of the staff. Where patients were 
confined to bed, nurses would notice, when treating pressure areas, whether 
or not a patient’s bed was wet. It was not thought likely that had the 
complainant’s daughter been in a wet bed it would have been the same wet 
bed both in the afternoon and evening. 


31. The staff nurse, who is alleged to have telephoned the grandmother 
following the incident, told me that, although she had given much thought to 
the matter, she was unable to recall events on the ward which had occurred 
more than five years before. 


32. All the staff interviewed told my officer that at any one time there 
was a minimum of two nurses on the ward, which was never left unattended. 
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There would be occasions when nursing staff would be in the office, 
treatment rooms, etc rather than in the bed area. My officer was told that 
outside visiting hours it was customary for relatives to inform staff that they 
were going onto the ward or that they were taking a patient out. 


33. A staff nurse on duty at the time the complainant took his daughter 
home commented that she was unable to recall events but pointed out that 
she must have seen them at some stage because she had written in the 
nursing notes, which I am able to confirm, that the complainant’s daughter 
‘had been allowed home 2 hrs. Felt faint on leaving’. 


Findings 


34. I have been unable to explain why the complainant found a nurse 
cutting his daughter’s hair but I cannot believe that it was done for any other 
reason than that it was thought to be in her interests. As no adolescent 
accommodation was available at the hospital, I think it unfortunate that the 
complainant’s daughter was not nursed in the ward’s cubicle throughout the 
whole of the period she was on the surgical ward. I ask the Authority to 
ensure that adolescents are nursed in accommodation which meets the 
requirements outlined in the annex to the Department of Health and Social 
Security circular HM(71)22. There seems to be some likelihood that the 
complainant’s daughter may not have been washed on some occasions but, 
because of the time which has elapsed, it has not been possible to establish 
why this might have been so. I think there is little doubt that she did not 
have a call bell in the cubicle during the time she was there and I ask the 
Authority to ensure that for the future all patients are provided with some 
means to enable them to attract the attention of nurses. It also seems likely 
the complainant’s daughter was not gradually introduced to a light diet, 
although the food given was, I am informed, appropriate to a light diet. I 
have noted the consultant’s comments on this point and I hope the 
complainant will be reassured that the second operation was not in any way 
_ brought about by the food she was given on 29 October. It has not been 
possible to establish whether she remained in the same wet bed throughout 
the day in question but if, as seems likely, she remained in a wet bed 
throughout visiting time on two occasions on the same day I consider this 
was most unsatisfactory and unreasonable. I think the complainant was 
mistaken in his impression that the ward was not staffed when he went to 
collect his daughter. It seems very likely that nurses would have been found 
in any of the rooms off the main ward. The evidence indicates that a staff 
nurse did see him and his daughter. I am sure that had he sought help staff 
would have helped him in dressing his daughter. 


(c) The complaint about the falsification of clinical records 


35. The complainant told my officer that the copies of the clinical notes, 
which he had obtained as a result of the legal action he had undertaken, 
recorded an inaccurate date; that the casualty record, which had been 
completed by the casualty officer on 18 October, had been rewritten by the 


SD 


surgical registrar and he thought that the nursing notes had been edited 
because of the varying lengths of the pages. 


36. In their written comments to me the Authority remarked that the 
dates on the nursing kardex were consecutive and were without omissions. 
And I was assured that the nursing staff never edited the notes. 


37. The surgical registrar told me that it was true that he had not been 
the casualty officer on 18 October, but pointed out that it was the common 
practice for the casualty officer on duty to seek assistance from and refer 
patients, who were initially seen in casualty, to the duty registrar (which he 
had been on that date). He assured me that there were no grounds for 
suggesting that the casualty records had been falsified. The entry in the 
medical notes dated 3/9/72 was evidently a slip of the pen and should have 
read 3/11/72. He could well understand the complainant’s anxiety and 
frustration since his daughter failed to respond to treatment but he 
considered the accusation involving the falsification of documents to be 
quite unreasonable. 


Findings 

38. I have compared the complainant’s copies of the medical and nursing 
notes with the originals held by the hospital and I am able to confirm that 
there is no difference in the contents of the respective sets. The varying 
lengths of the nursing notes is reasonably explained by the method by which 
the complainant’s set was photocopied. The first entry on the casualty 
record, which refers to the temperature, pulse and respiration readings, was 
completed by the casualty staff and the second entry by the surgical 
registrar. I noted that Sunday 29/10/72 was erroneously described as 
‘Saturday’ in the clinical notes. 


39. Two errors were made in the medical notes in respect of days and 
dates due to genuine mistakes but I see no evidence that suggests the clinical 
records have been falsified and I do not uphold this aspect of the complaint. 


Conclusion 


40. In paragraphs 19 and 20 I have indicated that there was some 
evidence to suggest that communication between the complainant and some 
members of the clinical staff was probably strained at the time his daughter 
was a patient at hospital A. He no doubt proved to be a particularly anxious 
and demanding father but I think it regrettable that he was not given the 
consideration, which, I believe, he was entitled to expect. But I have been 
unable to uphold the complaint that the information given by the surgical 
registrar was at the time inaccurate and conflicted with what he had been 
told by the house officer. I think the complainant was, understandably, very 
sensitive to the suggestion that his daughter might be pregnant and it was 
probable that this sensitivity coloured his impression of what was being said 
to him. I have found some of the specific complaints justified but I hope that 
the complainant will be reassured that no alteration of the clinical notes, 
which formed the basis for the second opinions his solicitors sought from 
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medical experts, had been attempted by the Authority. The Authority have 
asked me to convey to the complainant and his daughter their sincere regret 
for any distress caused by such failures as are revealed by this investigation, 
which occurred before they became responsible for tne hospital in 1974. 


Case No. W.69/77—78—Inadequate nursing care 


Complaint and background 


1. On 22 March 1976 the complainant’s mother, aged 83, who suffered 
from arthritis, diabetes and Parkinson’s disease was admitted to hospital for 
a period of rehabilitation. She was discharged from hospital on 14 April and 
four days later she died at home. 


2. On 13 May 1976 the complainant wrote to the Area Health Authority 
(the Authority) to complain that her mother’s records showed wrongly that 
on admission to hospital she was found to be suffering from pressure sores 
and incontinence; that the nursing care her mother received in hospital was 
unsatisfactory; and that when she wanted to discharge her mother from 
hospital in order to care for her at home she was unable to arrange this for 
over a week. The Authority decided to set up a Committee of Inquiry to 
look into the complaints and the complainant was invited to give evidence. 
On 8 October 1976 the area administrator replied to her complaints. 


3. The complainant is dissatisfied with the Authority’s enquiries and with 
the reply she received. 


Investigation and Findings 


(a) The complaint that the condition of the complainant's mother on 
admission was wrongly recorded 


4. In her letter of 13 May 1976 to the Authority the complainant said 
that at the time of admission to hospital her mother was described 
incorrectly in her records as having been found to be incontinent and 
suffering from pressure sores. She told my officer that her mother was alert 
to her needs and was not incontinent in the true sense of the word. To 
illustrate this she said that when she went to work she used to leave her 
mother sitting in a chair with a nursing cushion and there was no problem 
when she returned home later to take her to the lavatory. She admitted that 
because of a urine infection her mother was prone to pressure sores but 
when she was admitted to hospital she had only a small blister on her heel. 


5. The district nurse told my officer that the patient was incontinent only 
because she was immobile, and during the day this was taken care of by a 
nursing cushion. She also said that on the morning the patient was taken to 
hospital she remembered seeing a mark on one of her heels. 


6. The nursing notes record that on admission to hospital the patient was 
incontinent of urine, that she had a blister on her left heel, and ‘sacral area 
red’. The medical notes also record that there were sores on her heels and a 
superficial sore on her left buttock. I have been unable to trace the staff 
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nurse who admitted the patient but the ward sister who examined her the 
following day said that she found evidence of previous pressure sores on her 
buttocks. 


7. Although the patient was evidently aware of the need to go to the 
lavatory and could exercise some degree of control over her functions, I do 
not doubt that she was incontinent at times simply because of her 
immobility. There is independent medical and nursing evidence to show 
that, on admission to hospital, she did have a pressure sore on her left heel 
and a superficial area of soreness on her left buttock and I do not therefore 
uphold the complaint that her condition was wrongly recorded in the 
records. 


(b) The complaints about nursing care 


(1) Bedpans were not supplied on demand, and the arrangements for 
taking patients to the lavatory were inadequate 


8. In her letter to the Authority the complainant said that patients were 
only allowed to go to the lavatory when the nurses saw fit and not when they 
themselves wanted to do so. She told my officer, for example, that when she 
visited her mother shortly after her admission to hospital she found that she 
had been sitting in the day room for some time and was anxious to go to the 
lavatory. The complainant said that on this occasion she obtained permission 
from a nurse to attend to her mother herself. On a second occasion she was 
not allowed by the staff nurse on duty to put her mother on a commode, and 
when she asked the nurse if her mother could have a bedpan she was told 
that the staff were far too busy and that her mother would have to wait. 


9. The ward sister told my officer that it was ward practice to take 
patients to the lavatory or give out bedpans after meals; at other times, 
patients were attended to as soon as possible after they asked. The nursing 
officer confirmed this. The doctor who had been senior house officer at the 
time (SHO) told my officer that she believed that the patient had not in fact 
been in the habit of asking for a bedpan because she had not had to do so at 
home. And when interviewed by my officer the complainant herself 
admitted that on the occasion to which she referred she did not know if her 
mother had in fact asked for a bedpan. 


10. I do not doubt that on two occasions when she visited her mother the 
complainant found that she needed to go to the lavatory. But I cannot 
establish whether her mother had asked the nursing staff for help. I have 
been unable to trace the nurse who, the complainant said, had remarked 
that the staff were too busy to give her mother a bedpan, but I have no 
reason to question her word that the remark was made and I consider it 
most regrettable. 


(ii) Her mother was confined to bed more than was necessary and 
pressure sores developed which were not treated properly 


11. In her letter to the Authority and in an interview with my officer the 
complainant said that when her mother was admitted to hospital the cream 
and powder which had been used at home to treat her pressure areas was 
taken to the hospital with an accompanying letter from the district nurse to 
the ward sister. But despite these precautionary measures her mother had 
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deep and infected sores on her heels and feet when she was discharged from 
hospital. The complainant believed that her mother spent longer in bed in 
hospital than she had at home and that the precautions against pressure 
sores had been inadequate. 


12. In their written comments to me the Authority agreed that the 
patient had developed pressure sores in hospital but it was difficult to 
establish whether or not she was kept in bed unnecessarily. A medical 
examination at the beginning of the second week of her stay had, however, 
indicated a deterioration in her condition. 


13. The district nurse said that the patient was particularly prone to 
pressure sores and the complainant had been upset when, on a previous 
occasion, her mother had been discharged from hospital with sores. She said 
that, because the complainant had been very concerned that there should 
not be a repetition of this, she had taken the exceptional step of writing a 
letter to the ward sister to tell her of her mother’s vulnerability to sores and 
of the use at home of a nursing cushion and cream and powder. She 
confirmed that a tube of cream and some powder was sent with the patient 
for use on the ward. 


14. The ward sister, who was not on duty when the patient was admitted, 
told my officer that she had not herself seen the district nurse’s letter but 
since it was an unusual step to take she would not have expected it to be 
ignored. She said that cream and powder brought in with a patient would be 
used, if suitable. The ward sister said that during the first week of the 
patient’s stay in hospital she spent some time out of bed in the day room. By 
the third day she had unfortunately lost some skin off her buttocks (and the 
nursing notes confirm this). 


15. In an interview with my officer the SHO confirmed that during the 
patient’s first week in hospital she spent time out of bed; she also received 
physiotherapy and attempts were made to get her walking. The SHO said 
that in the second week, however, the patient became dehydrated and 
bedfast, her diabetes went out of control, and pressure sores developed. The 
nursing notes record that she was given all nursing care and bear specific 
references to her being nursed ‘on sides’ and to the dressing of the sores. On 
6 April 1976 she was catheterised to prevent further deterioration of her 
skin being caused by her incontinence. 


16. I cannot now say whether the patient spent more time in bed in 
hospital than she did at home but I have no reason to believe that she was 
kept in bed unnecessarily. Nor can I say whether the cream and powder 
brought in with the patient were used. The cause of the pressure sores which 
the patient developed is uncertain but I have found no evidence of failure on 
the part of the staff to treat them. 


(iii) There was delay in providing a ripple bed and when it was provided 
it did not work properly 


17. The complainant told my officer that her mother had had a ripple bed 
at home for about six months and this had proved to be an asset. And the 
district nurse said she mentioned this in her letter to the hospital. The 
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complainant said she had not expected her mother to remain in bed in 
hospital and did not therefore mention that she was not given a ripple bed 
right away. But during her mother’s second week in hospital, when she 
found that she was in bed all the time, she spoke to a nurse who told her 
that there was only a certain number of ripple beds for each ward and that 
she would get one for her as soon as possible. 


18. The complainant said that her mother did not get a ripple bed until 
her third week in hospital and, on 4 April, when she re-arranged her 
mother’s sheets she noticed that although the ripple bed was switched on it 
was not working. She said she found two loose wires but she was unable to 
secure them and, when she left, she reported the fault to two orderlies who 
said they would get in touch with the engineers. Later in the evening the 
complainant telephoned the night sister who did not know about the defect 
but said that she would arrange for the bed’s repair. The next day the 
complainant found that the bed had not been repaired but she was able to 
improvise a temporary repair herself. She then reported the fault to the 
ward sister who said she would have it looked at. But when her mother was 
discharged on 14 April, the ripple bed had still not been properly repaired. 


19. In their written comments to me the Authority said that they had not 
established with any accuracy that there was a delay in providing a ripple 
bed, but that its malfunctioning had highlighted a need for the constant 
monitoring of such equipment. The ward sister told my officer that four 
ripple beds were allocated to the ward and additional beds could be 
borrowed from another ward if required. She had been on leave during the 
second week of the patient’s stay but when she returned the patient did have 
a ripple bed. I have been unable to trace the staff nurse who was in charge 
of the ward while the sister was away but in an interview with my officer the 
hospital engineer said that if the patient’s need had been urgent a ripple bed 
could have been obtained for her. 


20. The ward sister told my officer that, when she returned from leave on 
5 April, a member of the night staff had told her that the complainant had 
telephoned the night before about her mother’s ripple bed but when 
checked it was found to be satisfactory. The ward sister said that the 
complainant telephoned her the same day to complain again about the bed 
and also about the nursing care her mother was receiving. In an interview 
with my officer the nursing officer said that the ward sister had reported this 
telephone call to her and she remembered that the bed was checked and 
found to be working. The hospital engineer told my officer that he could find 
no record of a requisition for the repair of the ripple bed. 


21. It is clear that, during the early part of the patient’s stay in hospital, 
she was not nursed on a ripple bed, but I cannot establish whether this was 
because of a shortage or whether, in the judgment of the nursing staff, it was 
not necessary; the Committee of Inquiry into the complaints found that 
there was evidence of unnecessary delay in reconnecting the leads and 
checking the correct operation. In my view, it is regrettable that members of 
staff apparently did not fulfil promises to report the faults in the equipment. 
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(iv) There was inadequate supervision of food 


22. In her letter to the Authority the complainant said that, although her 
mother was a diabetic (and required careful attention to her diet, 
particularly the intake of sugar), on four occasions she saw sugar being 
added to her drinks. On the last occasion she complained to the staff nurse 
who wrote out a cautionary notice which she pinned to her mother’s bedside 
trolley. The complainant also said that although her mother was on insulin 
for part of the time in hospital she had seen kitchen staff taking away plates 
and beakers without checking the amount of food and drink consumed; and 
one evening she had heard a nurse ask her mother if she had taken all her 
drink and without waiting for a reply entered an amount on the intake chart. 
She added that before her mother was admitted to hospital her diabetes was 
controlled by tablets and diet but by the time of her discharge she had 
needed twice daily injections of insulin. 


23. In their written comments to me the Authority acknowledge that 
there was inadequate monitoring of the patient’s fluid, food and sugar 
intake. The ward sister told my officer that meals were always distributed by 
the nursing staff but drinks were given out by the domestic staff, who should 
know the diabetic patients. Identifying notes were sometimes put on their 
beds. She said that any difficulty would probably have arisen with the 
evening domestic staff some of whom were foreign and did not understand 
English; and she could understand sugar being given in error to a patient. 
Domestic staff were instructed not to take away plates or beakers until these 
had been checked by a nurse, but there was insufficient staff to maintain 
constant supervision and to keep intake charts with complete accuracy. 


24. The SHO told my officer that unlike many geriatric patients the 
complainant’s mother had not been sufficiently alert to refuse sugar when it 
was offered to her but the occasional sweetened drink would have had no 
lasting ill-effect on her. The SHO said that in her opinion the fluid intake 
charts on the ward were not completely accurate, but this would have been 
very difficult to achieve with the staff available. 


25. There is evidence to show that there was inadequate monitoring and 
supervision of the patient’s liquid and solid intake, and I uphold the 
complaint. 


(v) The nurses lacked interest in their patients 


26. In her letter to the Authority and in an interview with my officer the 
complainant gave two examples. She said that she had overheard a staff 
nurse say to a male orderly that she was only in the job for the money and 
not for the work. While the complainant was waiting at the hospital to 
accompany her mother home on discharge an auxiliary nurse approached 
her and enquired if she had any children because she had some cheap 
jumpers for sale. 


27. I have been unable to trace the staff nurse or the orderly involved in 
the first incident. The nursing officer told my officer that she believed that 
the staff nurse who is West Indian had not meant her remark, if indeed she 
had made it, to be taken seriously. 
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28. The ward sister told my officer that she did not allow business 
transactions on her ward between patients or their relatives and staff and 
she was very annoyed when she learnt that someone had offered the 
complainant jumpers for sale. She had identified the member of staff 
involved and had told her that the practice must stop. 


29. I believe that the staff nurse made the remark complained of, though 
I do not know the context in which it was made. Such a remark is obviously 
likely to cause anyone who hears it to lose confidence in the staff and I think 
the incident was very unfortunate. The offer of jumpers for sale on the ward 
was clearly unprofessional and is to be deprecated. I am glad to record that 
in March 1977 the district administrator issued a reminder that staff 
undertaking such activities should not do so in their official capacity, during 
working hours or on hospital premises. 


(c) The complaint about the delay in the patient’s discharge 


30. The complainant told my officer that on Wednesday 7 April when she 
saw the consultant about her mother’s care, she also mentioned that she 
wanted to have her mother at home. She said the consultant suggested that 
she should talk to the SHO about her mother’s discharge. The complainant 
said that on Sunday 11 April she spoke to the SHO who told her that ideally 
she would like to keep her mother in over the following weekend (which 
was Easter). The complainant stated that she wanted her mother home at 
once and the SHO said that she would speak to the registrar, and the 
complainant should telephone her on the Tuesday for the answer. The 
complainant said that on Tuesday 13 April she telephoned the consultant 
and told him that she was taking her mother out of hospital whatever they 
said and that the following day she spoke to the SHO who told her that her 
mother’s discharge had been arranged for that afternoon. 


31. The consultant told my officer that, when the complainant met him, 
she was concerned about her mother’s care and she asked for her mother’s 
discharge in the hope that she could improve matters at home. The 
consultant said that at the time the patient’s diabetic condition was unstable 
and he did not think that the complainant would be able to manage her 
mother at home. He had advised her that the discharge should be delayed 
until the diabetes was more under control. His impression was that the 
complainant had agreed to this. 


32. The SHO told my officer that when the complainant discussed her 
mother’s discharge with her, she had been upset by her mother’s 
deterioration and believed that if she had her home she could ‘save’ her. 
The SHO said that given the opportunity, they hoped to be able to bring the 
patient’s diabetes under contro! and she had therefore advised — the 
complainant against taking her mother home. She said that the complainant 
had agreed reluctantly to take this advice. The SHO explained that in any 
case she would have had to speak to the registrar because she did not herself 
have the authority to discharge patients. 


33. I find that although there was a lapse of several days from Wednesday 
7 April when the complainant first spoke to the consultant about her 
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mother’s discharge until the time she left the hospital, it was not until 
Sunday 11 April that she spoke to the SHO about it, and her mother left 
hospital the following Wednesday. I am satisfied that the doctors responsible 
for the patient’s care explained to the complainant why they wished to keep 
her in hospital for a few more days and that initially the complainant had 
agreed to this. I do not find any evidence that the complainant was 
obstructed and I note that when on Tuesday 13 April the complainant did 
insist on her mother’s discharge this was arranged for the following day. 


(d) The complaint about the Authority’s investigation and reply 


34. The complainant told my officer that she attended the Inquiry with 
her husband and was pleased that she was given every opportunity to tell 
them what she wanted but she was very disappointed that she could not be 
present while the staff concerned were giving evidence. She said that she 
had asked to remain but was told (she believed, by the chairman) that it was 
not possible because all the people could not be assembled at one time. The 
complainant told my officer that although she accepted this decision she 
would have been prepared to come back on the other days that the 
Committee sat. The complainant also said that she was not satisfied that the 
Committee would take any action on her complaints and she felt her fears 
had been borne out by the reply she received subsequently from the area 
administrator which, she said, really told her nothing. 


35. The chairman of the Inquiry told my officer that he had no 
recollection of the complainant asking to remain while evidence was being 
taken from the staff; and the district general administrator who acted as 
secretary at the start of the Inquiry told my officer that he, too, could not 
remember the complainant making such a request. But a letter written by 
the area administrator to the complainant’s Member of Parliament, who had 
made representations to the Authority on her behalf, says that the Inquiry 
considered the request by the complainant to be present throughout the 
Inquiry but ‘it was felt that this would impede progress and make reaching 
conclusions much more difficult’. 


36. The area administrator told my officer that the Committee of Inquiry 
had reported in September 1976. The report was divided into two parts; the 
first part was concerned specifically with the complaints and the second part 
dealt with wider matters of communications and organisation in the geriatric 
unit. The area administrator said he decided that there was some urgency to 
write to the complainant as full a reply as possible and the letter he wrote to 
her was based on the first part of the report (which accords generally with 
my own findings). He explained that he could not draw upon the content of 
the second part because it contained recommendations upon which decisions 
had to be taken by the District Management Team (DMT) 


37. The area administrator said that in his reply to the complainant he 
tried to give her the facts about her specific complaints; and where things 
had been wrong he had said so. He believed that she would wish to be 
reassured that there was unlikely to be a repetition and he concluded his 
reply by telling her ‘that further consideration will be given to the 
Committee’s findings and that such further action as may be appropriate will 
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be taken to ensure so far as possible that similar complaints should not arise 
in other cases’. 


38. The area administrator told my officer that in March 1977 a full 
report was put before the Authority giving details of action taken or being 
taken by the DMT to improve the quality of patient care. And in April 1977 
in answer to a request for information from the Department of Health and 
Social Security, who were dealing with representations made by the 
complainant’s Member of Parliament, the area administrator suggested that 
it would be useful to let the Member know this, and he also offered to see 
the complainant, personally, to explain what action had been taken by the 
Authority. But, unknown to the Authority, in replying to the Member, the 
Minister of State suggested to him that he might like to consider whether the 
complaint should be referred to me. 


39. I am satisfied that the complainant did ask to be present at the 
Inquiry while evidence was being taken from the staff and that this request 
was refused. But the complainant evidently accepted the decision at the 
time, although she was not happy with it. 


40. I think the area administrator’s decision to write to the complainant 
as soon as the findings of the Committee of Inquiry were known was quite 
right. But I think it was a pity that he did not himself ensure that the 
complainant was told of the action which the Authority proposed to take as 
a result of those findings. Papers which I have seen show that a number of 
changes have been made in the geriatric unit which should improve the care 
patients receive. These include a properly organised programme of in- 
service training for new staff; the introduction of daily ward rounds by 
nursing officers; weekly meetings between doctors and nurses regarding the 
treatment of patients; more active monitoring of diets and accurate 
measuring and recording of fluids; a more strict regime for bedpan rounds; 
and the training of staff on the correct use and monitoring of ripple beds. I 
hope the complainant will take comfort from the fact that her complaints 
have led to improvements in the service provided. 


Conclusion 


41. I am glad to report that the Authority have already taken some 
action to remedy the deficiencies in the nursing procedures identified by the 
Committee of Inquiry and I do not consider that further recommendations 
by me are necessary. I think it is a pity that the Authority did not let the 
complainant know in detail the improvements they were proposing to make 
or had made, and they have asked me to apologise on their behalf for this 
shortcoming. 
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Case No. W.91/77—78—Inadequate Nursing Care; Delay in Surgical 
Treatment; unsatisfactory explanations for late 
operation and cause of death 


Complaint and background 


1. On 19 July 1976 the complainants’ son (aged 43) was admitted to 
hospital suffering from suspected mumps or meningitis. His condition 
deteriorated and, following an operation on the morning of 21 July he was 
transferred to the intensive therapy unit (ITU). He underwent two further 
operations, but his condition did not respond to treatment and on 29 July he 
died. 


2. The complainants contend that: 
(a) the care and treatment their son received was inadequate; 


(b) there was a delay in carrying out the first operation and the reason 
for the third operation was not explained to the mother; and 


(c) they have not been given satisfactory explanations of the cause of 
their son’s illness and of his death. 


(a) The complaints about care and treatment 
(i) The complaint that the initial medical treatment was inadequate 


3. In their letter to me of 28 May 1977 the complainants said that until 
their son was transferred to the ITU he received very little treatment; and, 
in discussion with my officer, the mother said that at one of their meetings 
with the medical staff she had made the point that for several hours, until his 
condition significantly worsened, he was only given aspirin and she could 
have treated him just as effectively at home. 


4. The consultant paediatrician responsible for the complainants’ son’s 
care told my officer that in the initial stages of his illness he did not think 
that there was anything seriously wrong with him or that there was anything 
in his condition which warranted his admission to the ITU when he was 
admitted to hospital. He agreed that only aspirins had been prescribed for 
him and he explained that, at that stage, with the illness still undiagnosed, 
other drugs might have been counter-effective and the safest course was to 
prescribe nothing more until the cause of the illness could be identified. 


(ii) the complaint that the nursing care was inadequate and that a nurse 
who ’specialled’ their son was inexperienced 


5. In their letter to me of 28 May 1977, and in discussion with my officer, 
the complainants said that the nursing care given to their son before he was 
transferred to the ITU was inadequate and although he was known to be 
seriously ill he was put in the care of a student nurse who did not have the 
experience to cope with any difficulties which might arise. 


6. The complainants said that at about 11.00 pm they noticed the student 
nurse pulling at their son’s head and they realised that he had stopped 
breathing. The student nurse had left the room to get help and a few 
_minutes later had returned with a staff nurse who immediately began to give 
suction. A doctor and another nurse also came and the doctor began cardiac 
massage. The complainants said that at this stage they were asked to leave 


45 


the room and later the doctor had come out to tell them that their son’s air 
passages had been blocked but that he was now all right. They then went 
back into the room and their son was still being given suction, but when the 
student nurse was asked to take over she said that she could not operate the 
equipment. They also said that the student nurse repeatedly asked to be 
relieved of looking after their son. 


7. At the time, the student nurse had been under training on the wards 
for about seven months. She told my officer that she had been on the ward 
for about two weeks. She said that shortly before 11.00 pm on the night of 
20 July she had been asked by the staff nurse to take over from the nurse 
looking after the complainants’ son. She said that she had not been 
responsible for ‘specialling’ a patient before then and had been nervous of 
doing so. She said that the nurse from whom she took over explained to her 
the observations which had to be recorded and said that the patient’s nasal 
passages were inclined to become blocked; and she warned that the 
membranes of his nose were tender and that suction should be given very 
carefully and not more than every 15 minutes. 


8. The student nurse said that after the other nurse had left she had taken 
the observations, and was talking to the complainants when she noticed that 
the noise of the patient breathing had stopped and she found that he was in 
a spasm. She said her first reaction was to use suction, but there was no 
catheter on the end of the suction tube and she therefore shook him to start 
his breathing and at the same time called for the staff nurse. She said that 
after he started breathing again she went to the door of the cubicle and saw 
the staff nurse coming. 


9. The student nurse explained that the catheters used with suction 
equipment are disposable and thrown away after use; replacement catheters 
are stored in sterile packets. At the time the patient stopped breathing, she 
could not see them and, rather than waste time, she had dealt with the 
problem by shaking him. In reply to a specific question from my officer 
about the complaint that she had said she could not use the suction machine, 
the student nurse said that she had been taught to use the equipment during 
her training and had, in fact, used it previously, though not on so young a 
patient. She thought the complainants might have overheard her telling one 
of the other nurses that she had been unable to use it when their son 
stopped breathing but this was because she had not immediately been able 
to see a catheter. The student nurse agreed that she had asked to be relieved 
of the responsibility of looking after the complainants’ son both because she 
realised that the parents had no confidence in her and because she was 
unnerved and felt she could not cope. The divisional nursing officer 
confirmed that replacement catheters are usually kept on or near suction 
machines. 


10. The divisional nursing officer told my officer that because of staffing 
problems it had become necessary to move to another ward the more 
experienced student nurse who was previously looking after the 
complainants’ son. At the time his condition was stable and, since there was 
no sign that it was likely to deteriorate so suddenly, the less experienced 
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student was detailed to look after him. She confirmed that student nurses 
are taught how to use suction equipment in the nurse training school and 
said that when the complainants’ son stopped breathing the student nurse, 
despite her inexperience, acted correctly. 


Findings 

11. The decision of the doctors not to prescribe any treatment for the 
complainants’ son in the early stages of his illness was taken solely in the 
exercise of their clinical judgment and is not for me to question. As to the 
nursing care he received on 20 July there is some confusion about exactly 
what happened when he stopped breathing; but I do not doubt that the 
student nurse was taught in her training how to operate the suction 
equipment. I think the complainants are mistaken in their belief that her 
failure to use the suction machine was because of ignorance. With the 
benefit of hindsight, I think it would have been better had a more 
experienced nurse been put in charge of the patient but I am assured that 
the student nurse, although inexperienced, acted correctly when dealing with 
his breathing failure and I hope the complainants will accept this. 


(b) The complaint about the operations 


12. The complainants told my officer that although their son had 
temporarily stopped breathing at 11.00 pm on the night of 20 July it was not 
until 4.20 am the following morning that they were asked to give their 
consent for him to have an operation and the operation itself did not 
actually begin until at least one hour later. 


13. My officer discussed this part of the complaint with members of the 
medical staff who examined the complainants’ son during the night of 20/21 
July. The house officer who saw him when he suffered the respiratory arrest 
said that he was asked by the registrar to call in a consultant paediatrician, 
but he was not sure exactly when this was. The consultant paediatrician told 
my officer that he had been in another ward examining a baby when he was 
asked if he would see the patient and he thought this had happened between 
12.30 and 1.00 am. He had not seen the patient previously, but he decided 
that there were signs of cerebral oedema and he had prescribed drugs in an 
effort to reduce this. He said he had not waited to see whether the treatment 
proved effective, but he was telephoned about half an hour later and was 
told that it appeared to be working. He said he had then gone home and he 
believed that the registrar had telephoned him about 3.00 am to discuss the 
possibility of calling in the neurosurgical team. The consultant paediatrician 
could not remember what his reply had been but said that, if the patient’s 
condition was deteriorating, he would have agreed. 


14. The senior house officer in neurosurgery (SHO) told my officer that 
at about 2.30 am he was asked to see the patient and he thought it advisable 
to have the opinion of his registrar whom he telephoned at home. The 
registrar said he thought that he had been called at about 3.00 am and that 
he would have arrived at the hospital about half an hour later. Before taking 
- any action he had discussed the case with his consultant. The consultant 
neurosurgeon remembered that he was telephoned at home between 3.30 
am and 3.45 am by the registrar who told him that the patient was suffering 
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from cerebral oedema which had been partially controlled by drugs. He said 
that on the basis of what he was told he decided that the best course would 
be to operate on the patient to help reduce the pressure in the head and to 
see if any infection could be located. The SHO told my officer that he had 
explained the nature of the operation to the complainants as simply as he 
could when he obtained the consent to the operation and he believed that 
they had understood what was involved. On the question of the alleged 
delay in starting the operation the SHO explained that the decision to 
operate had been taken at about 3.30 am and at that time of night it would 
be necessary to call to the hospital some of the operating theatre staff and 
an anaesthetist before the operation could begin. Also patients for 
neurosurgery take some time to prepare for an operation because of the 
need, among other things, to shave the head. The SHO said that in his view 
there had not been any undue delay in starting the operation which began at 
5.30 am. 


15. In a letter of 19 November 1976 to their Member of Parliament the 
complainants said that on Friday 23 July their son underwent a second 
operation to insert a reservoir in his head. (This operation, in fact, took 
place on 24 July.) The mother told my officer that shortly after this she was 
asked to give her consent to a third operation but the reasons for it were not 
explained to her. 


16. The consultant anaesthetist who obtained the consent for the 
complainants’ son to undergo the third operation is no longer working in 
this country and I have been unable to obtain his comments. But the SHO 
told my officer that the need for the operation became urgent and, because 
the neurosurgical team were performing an emergency operation on another 
patient, the consultant anaesthetist was asked to obtain the consent. He said 
that he was sure the consultant anaesthetist would have been able to explain 
the purpose of the operation to the mother but naturally he would not have 
been so well versed in the technicalities as a neurosurgeon. Both in his 
report on the case and in discussion with my officer, the consultant 
paediatrician said that the third operation became necessary because further 
severe brain swelling had taken place. 


Findings 

17. From the evidence I have seen it is clear that, after the respiratory 
arrest at 11.00 pm on 20 July a decision was taken to treat the 
complainants’ son’s condition initially by the use of drugs. This is a decision 
taken by doctors acting solely in the exercise of their clinical judgement and 
is not for me to question. I do not think that there was any untoward delay 
in carrying out the first operation once this course of action had been 
decided upon. I cannot now establish precisely what the mother was told 
when her consent for her son to undergo further surgery was obtained. I 
have no reason to believe that the doctors concerned did not do their best to 
explain things to her, but I can well understand that, in her distress at the 
time, the purpose of the operation was not clear to her. 
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(c) The complaint that the explanations about the source of the infection and 
the cause of death were unsatisfactory 


18. In their letter to me of 28 May 1977 the complainants said that after 
their son died they were anxious to know how he contracted the infection 
which led to his death. They said they had been given three different 
explanations and did not know which to believe. 


19. The complainants said that at a meeting on 15 September 1976 with 
the consultant neurosurgeon they were told that the infection had started in 
their son’s ear; a letter from the chairman of the Authority to their Member 
of Parliament suggested that the infection had stemmed from a graze on his 
chin; but at a meeting on 30 March 1977 it was implied that the germ had 
been inhaled. The complainants are also worried about the disparity 
between the cause of death shown on the certificate of cause of death as 
Meningo encephalitis and upper respiratory tract infection and the cause of 
death revealed by the post-mortem to be septic venous thrombosis. 


20. My officer discussed this part of the complaint with the consultant 
paediatrician and the consultant neurosurgeon who met the complainants in 
an effort to answer their questions. The consultant paediatrician said that 
when their son was admitted to hospital, his condition was not thought to be 
serious and he had told the parents this. The consultant paediatrician said 
that it was recognised that the complainants remained confused about the 
infection which led to their son’s death, but this was not surprising since the 
patient had been suffering from an extremely rare condition which no one, 
including himself, had suspected. 


21. The consultant neurosurgeon told my officer that it had not been 
possible to establish the cause of the infection which led to the patient’s 
death and no one knew for sure what was wrong with him. It was not until 
the results of the post-mortem became known that the actual cause of death 
was established. He said that the complainants seemed principally concerned 
to know how their son contracted the infection but that this still remained a 
puzzle. 


Findings 

22. I have read the correspondence and other papers regarding this part 
of the complaint and it is clear that the source of the infection which led to 
the condition from which the complainants’ son died will never be 
established. I can well understand their concern on finding that there was a 
conflict between the cause of death shown on the certificate of cause of 
death and the findings of the post-mortem. These are matters of clinical 
judgment which I cannot question. But the infection was evidently a very 
rare type and I am satisfied that there was no intention on the part of the 
doctors to mislead them about the nature of their son’s illness. 


Conclusions 
23. On the evidence I have obtained I am in no doubt that all those 


49 


responsible for the complainants’ son’s care were concerned only to find the 
cause of his illness and to treat it and I do not find that the student nurse 
acted wrongly when he suffered his first respiratory arrest. I very much 
sympathise with the complainants at the unexpected death of their son, but I 
am sure that it was the result of a rare condition and that nobody was to 
blame for the fact that he did not recover from it. 


Case No. W.125/77—78—Unsatisfactory nursing care 


Complaint and background 


1. The complainant’s mother, who was then aged 80, was admitted as an 
emergency to hospital on 9 January 1977. Two days later, following 
diagnostic tests, she was moved from a medical ward to the surgical ward. 
She underwent major surgery on 12 January. On 31 January she was moved 
into the hospital’s geriatric unit, in which she died on 25 February. 


2. On 14 March the complainant contended to the senior nursing officer 
(SNO) that, according to his mother’s death certificate, her death had been 
caused by septicaemia resulting from a bed sore, which he said had 
developed before her transfer to the geriatric unit. The assistant district 
administrator (the administrator) replied to the complainant on 6 April but 
as he remained dissatisfied, he asked me to carry out an investigation into 
the quality of nursing care which his mother received whilst on the surgical 
ward. 


Investigation 


3. The complainant told the SNO in his letter that after his mother was 
transferred to the geriatric unit, a nurse informed him that first priority 
would be given to the healing of a large bed sore from which his mother was 
suffering. In his letter to the SNO the complainant said that for a patient to 
die of septicaemia was a condemnation of the National Health Service. 


4. The administrator replied to say that he had obtained reports from the 
consultant surgeon at the hospital and also from the nursing staff involved. 
The administrator’s letter included the following paragraphs: 


‘While it is true that bed sores can be, and usually are avoided with 
careful nursing, it is also true that in some circumstances even the most 
meticulous nursing care will fail to prevent a bed sore developing. The 
consultant surgeon advises me that if a debilitated patient undergoes 
surgery and in addition suffers a severe stroke, this is the type of 
circumstance which provides the exception. 


As soon as the bed sore developed it was treated with an antibiotic and 
[the patient] was turned by the nursing staff at two hourly intervals, 
which is the correct procedure for avoiding bed sores or encouraging 
one to heal. She was later transferred to a ripple-bed and later still to a 
hospital water bed, but despite this her condition continued to 
deteriorate’. 


5. When interviewed, the complainant stated that he and his wife visited 
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his mother each weekend on the surgical ward and on every occasion they 
found her sitting in a chair by her bed. She complained to them about ‘my 
sore bottom’ and informed them that, although she had wanted to return to 
bed, the nurses had nevertheless insisted that she remained sitting in the 
chair. The complainant and his wife recalled two occasions when the bed 
sore was dressed by nursing staff and the complainant described the ward 
sister whom he had observed as ‘very efficient’. Nevertheless, he and his 
wife did not believe that his mother had been turned regularly to avoid a 
sore developing. He said that the administrator’s letter stated that she had 
been regularly turned and that she had been nursed there on a variety of 
beds. The complainant told my officer that his mother suffered a stroke 
while on the surgical ward and that this had been listed after ‘septicaemia’ 
and ‘pressure sore’ as a cause of death on the death certificate. 


6. The divisional nursing officer (DNO) informed my officer that written 
instructions on the prevention and treatment of pressure sores were 
available on each ward. And, when interviewed, ward nursing staff outlined 
these procedures, which include regular turnings, and which they confirmed 
were regularly carried out on all patients routinely. One nurse specifically 
remembered turning the complainant’s mother. The two ward sisters, who 
jointly were responsible for day cover on the surgical ward, said that they 
were confident that the complainant’s mother had been regularly turned and 
they referred my officer to the nursing instructions which formed part of the 
patient’s hospital notes and which were written up on the day that she was 
admitted to the ward. I have examined a copy of these instructions which 
indicate that patients are to be turned at two-hourly intervals and that 
extreme care is to be given to all pressure areas. The daily nursing reports 
on the complainant’s mother reveal that the first specific reference to a 
pressure sore is on 16 January, when an entry reads ‘back is very sore’. But 
before and after this date there are specific references to her being turned at 
regular intervals, not only whilst she was on the surgical ward but 
throughout her stay at the hospital. The reports also show that remedial 
treatment was given to the pressure sore immediately after its appearance. 


7. My officer was also told by nursing staff that it was routine practice for 
elderly patients to be given an air-ring on which to sit when out of bed, 
although it was likely that this would not have been visible to the visitors. It 
was also explained to him that patients were encouraged to be mobile as 
soon as possible after operations in order to lessen the risk of thrombosis. 


8. The consultant surgeon told my officer that if patients were debilitated 
or acutely ill they were more susceptible to the development of pressure 
sores. The complainant’s mother’s own vulnerability had been increased 
when she suffered a stroke, with resulting paralysis, after undergoing a 
major operation. In such circumstances, even the most careful nursing could 
not always prevent a pressure sore developing. He explained that such sores 
often started below the skin, without betraying any visible indication for 
some days. There could be no certainty therefore that the pressure sore had 
begun at any particular time. He also said that the pressure sore was as 
much the result of the patient’s debilitated state as the cause of her death. 
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9. My officer also interviewed both the consultant physician and the 
consultant geriatrician who had been responsible for the patient’s care 
before and after her stay on the surgical ward and they individually 
confirmed that a patient’s vulnerability to pressure sores depended to a great 
extent on his or her state of health. In this case, the patient’s health had 
been very poor. The consultant geriatrician who was interviewed, together 
with the geriatric registrar who had completed the death certificate, had felt, 
in retrospect, that the causes of death on the certificate should have been a 
little more explicitly stated. While septicaemia from the pressure sore had 
been the immediate cause of the patient’s death, greater emphasis should 
have been placed on the effects of the operation she had undergone and also 
the paralysis consequent upon her stroke. He drew attention to a letter 
which he wrote to the sector administrator on 19 September. In that letter, a 
copy of which I have seen, he said he agreed with the consultant surgeon 
that the manner of certification of death had been ill-advised and he 
continued: ‘Quite obviously, a bereaved relative would assume that the 
patient would have died from a deep sacral sore and neglect, which, of 
course, 1s far from the truth’. 


10. The administrator told my officer that he had been fully aware at the 
time of writing to the complainant (from both the hospital notes and from a 
statement prepared by the SNO) that the patient had been regularly turned 
before the pressure sore had appeared. He said he acknowledged he had 
failed to make this clear to the complainant in his reply. 


Conclusions 


11. My investigation has shown that in this case the cause of death 
entered upon the death certificate was to some extent misleading and I 
accordingly invite the Area Health Authority to remind medical staff at the 
hospital of the need to ensure that death certificates are completed with the 
degree of accuracy stipulated by the official guidance notes (which 
accompany the certificate book). 


12. I am satisfied from my investigation that the complainant’s mother 
was regularly turned throughout her stay on the surgical ward but I have 
been told that her general condition was unfortunately so poor that despite 
this care a pressure sore did develop. It is, however, unfortunate that the 
administrator’s letter failed to state clearly that she had been regularly 
turned prior to the onset of the bed sore. The Area Health Authority have 
accepted this criticism and have asked me to apologise to the complainant 
on their behalf for the inadequacy of the administrator’s reply. 


Case No. W.144/77—78—Woman admitted to private nursing home after 
discharge from hospital 
Complaint and background 


1. On 17 March 1977 the complainant’s mother-in-law returned to 
England having spent the previous three weeks in hospital in Spain. On 
arrival at Gatwick Airport she was taken by ambulance to the accident and 
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emergency department of the hospital where she was examined by doctors 
and discharged. On 18 March 1977 she was admitted to a private nursing 
home. 


2. The complainant contends that:— 


(a) on arrival at the hospital a junior doctor questioned her mother-in- 
law in an offensive way; 

(b) after examining her mother-in-law, a registrar discharged her from 
hospital without enquiring into her personal and domestic 
circumstances, even though she could not walk without help; 


(c) the hospital did not provide transport home for her mother-in-law; 


(d) there was a delay by the hospital in passing her mother-in-law’s 
medical records to the nursing home to which she was subsequently 
admitted; and 

(e) the reply she received from the Area Health Authority (the 
Authority) in answer to her complaints was inadequate. 


Investigation and Findings 
(a) The complaint about the attitude of the junior doctor 


3. The complainant’s brother-in-law told my officer that, while his mother 
was on holiday in Spain, she had been taken ill and admitted to hospital in 
Benidorm. After three weeks she was fit enough to return to England and at 
her express wish arrangements were made for her to be taken to the 
hospital. He said that on arrival at Gatwick Airport he and his mother were 
taken by ambulance to the hospital. 


4. The complainant’s brother-in-law said that he had stayed in the waiting 
room but his mother later told him that she was seen first by a young doctor 
whose attitude and manner was unpleasant and who had asked why she had 
come to that hospital. He said that a more senior doctor (the registrar) was 
then called. In her letter of complaint, written a few days after her mother- 
in-law’s examination at the hospital, the complainant said that the young 
doctor had been insolent and offensive and had appeared not to be greatly 
interested in her mother-in-law’s medical condition. 


5. The registrar told my officer that the day before the patient arrived he 
had been telephoned by someone from a medical insurance agency to ask if 
he would accept for review a patient who had had a history of heart attacks 
and this he agreed to do. He said he had told the accident and emergency 
department to expect the patient and, when she arrived, the nursing sister 
had telephoned him and he had gone to see her. 


6. The doctor who was on duty in the accident and emergency 
department told my officer that patients such as this one who had been 
accepted for review would normally be seen by the registrar but as it usually 
took a few minutes for the registrar to arrive it was sensible for him to see 
patients quickly to ensure that they were all right. The patient had been 
taken to the resuscitation area and he assumed that she was an emergency 
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case and had attended to her as such. He said that when he had found no 
reason for emergency treatment he had asked her why she had been brought 
to the hospital instead of being taken to a hospital near the airport. 


7. I can well understand that the complainant’s mother-in-law, who must 
have been tired after her journey from Spain and had expected to be 
admitted to the hospital may have misconstrued as rudeness the question the 
casualty officer asked her about why she had come to that hospital. I do not 
think he was intentionally rude but was merely seeking information. 


(b) The complaint about the discharge 


8. In the correspondence she sent me the complainant said that after the 
registrar had examined her mother-in-law at some length he said that she 
could climb stairs and could return to her flat and lead a normal life. She 
said that her mother-in-law who lived alone had only been able to walk in 
hospital with the assistance of nurses, and she had been very worried about 
how her mother-in-law could manage at home. 


9. The complainant’s brother-in-law told my officer that the registrar 
examined his mother for about an hour and then told him that he could find 
no sign that his mother had had a heart attack, that there was nothing wrong 
with her, and that she could go home. He said he was sure that a letter 
which accompanied his mother from Spain and which he handed in to the 
hospital on arrival stated that his mother had had a heart attack; and he told 
the registrar this and explained that further information and the results of 
tests were on the way from Spain. He said that his mother told him 
afterwards that she had walked without help in the registrar’s presence but 
he said that otherwise she had been kept in a wheelchair in the department 
and it was obvious that she was not well enough to leave hospital. He had 
asked the registrar if his mother could stay at the hospital overnight but he 
had been told that there was no bed available. 


10. The registrar told my officer that he spent about 13 hours with the 
patient and formed the opinion that, although she was assumed to have 
suffered a heart attack whilst she was in Spain (although the referral letter 
from the hospital at Benidorm did not make this clear), there was no 
evidence of heart disease. He said he satisfied himself that the patient was 
able to walk on the level. As there were no facilities in the department he 
could not test her on stairs, but his findings were that she was not medically 
ill, and did not require admission to hospital. He said he knew that she lived 
alone and would have to climb a flight of stairs to her bedroom, but he 
assumed that a member of the family would help her and stay the night with 
her. 


11. The registrar went on to say that after the examination he had 
explained to the son that the patient did not need to be admitted to hospital. 
He said that he had asked if his mother could climb stairs and he had replied 
that she could do so with help. He had told him that more information about 
his mother’s condition was being sent from Spain to her family doctor which 
should arrive within 24 hours. The registrar said he told the complainant’s 
brother-in-law that his mother could return home and, provided she had 
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not had a heart attack, she would be able to resume her normal life style. He 
said that he recommended that the family should get in touch with the 
family practitioner the next day so that he could review her case when she 
was no longer tired and assess whether she required domestic help. 


12. My officer spoke to members of the nursing staff. Two staff nurses 
remembered that after the patient had been examined they walked with her 
to the lavatory. One staff nurse said that, although she was a little shaky on 
her feet, she believed the patient could have managed to walk with the help 
of only one person. The other staff nurse said that, after the lapse of time, 
she could not express an opinion whether or not the patient could have 
walked unaided. 


13. The registrar decided that the patient’s condition was such that she did 
not need to be admitted to hospital. This was a decision taken solely in the 
exercise of his clinical judgement, which is not for me to question. I find that 
the registrar was aware of the patient’s personal and domestic circumstances 
and that he satisfied himself that she could walk on the level and he formed 
the opinion that she could manage stairs with help. There is a difference 
between what the registrar says he told the complainant’s brother-in-law and 
what the brother-in-law himself remembers and I think this may be accounted 
for by his belief that his mother had had a heart attack. In the circumstances 
I consider it reasonable for the registrar to have suggested that the family 
practitioner should be called in the next day to review her case. 


(c) The complaint about the transport 


14. The complainant’s brother-in-law told my officer that the registrar did 
not suggest an ambulance to take his mother home and a nurse advised him 
that if he went to the reception desk a taxi could be arranged. He said that 
when he enquired half an hour later he learnt that the taxi firm had not booked 
the call. He told my officer that about fifteen minutes after that he managed 
to get in touch with his sister-in-law by telephone and she came to the hospital 
in her car. 


15. The complainant told my officer that about 6.30 pm on 17 March 
when she had arrived home from work she received a telephone call from 
her brother-in-law from the hospital. He told her that his mother had been 
examined and discharged but that she was in a wheelchair and that he could 
not manage her. Her brother-in-law told her that he was waiting at the 
hospital for a taxi which had not arrived. The complainant told my officer 
that she then drove to the hospital where she found her mother-in-law 
slumped in a wheelchair. She said she discussed with her brother-in-law 
what to do and they decided to take her mother-in-law to her home. They 
had had great difficulty in getting her into the car and she had had to drive 
very slowly with her brother-in-law propping his mother upright. 


16. In the interview with my officer the registrar said that when the 
complainant’s brother-in-law told him that he did not have a car available to 
take his mother home from the hospital he told him that the hospital would 
_ organise transport by taxi, and he had, in fact, waited in the department 
until this had been arranged. He said he understood that when transport did 
not arrive within an hour the brother-in-law telephoned the complainant. 
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17. I am satisfied that a taxi was ordered by the hospital for the 
complainant’s mother-in-law and when, after about 45 minutes, this did not 
arrive the brother-in-law himself decided to make alternative arrangements 
to get his mother home. I do not consider that any blame attaches to the 
hospital for this. 


(d) The complaint about the medical records 


18. The complainant told my officer that the day after her mother-in- 
law’s discharge she was admitted to a private nursing home. A few days later 
the matron of the nursing home gave her a message from the family 
practitioner who visits patients there to the effect that he had tried to get the 
medical records from the hospital but had met some resistance. The 
complainant said that the matron told her that she had telephoned the 
hospital twice without success and said that, as the complainant herself was 
already in touch with the hospital, perhaps she could obtain her mother-in- 
law’s records. 


19. I have seen the correspondence between the complainant and the 
hospital about her mother-in-law’s medical records. On 29 March 1977 the 
complainant asked that the records should be sent immediately to the family 
practitioner at the nursing home. On 2 April she reminded the hospital that 
the nursing home was still waiting for them. On 6 April the district general 
administrator (DGA) replied to the complainant saying that on 31 March 
the consultant in charge of the department had written to the family 
practitioner at the nursing home. On 20 May the complainant wrote to say 
that the consultant’s letter had never arrived and that she had a letter dated 
13 April from the family practitioner to this effect. On 30 May the DGA 
replied saying that not only had the family practitioner received the 
consultant’s letter but that he had also spoken to the consultant on the 
telephone about it. 


20. The family practitioner told my officer that, although it was not 
clinically necessary to have a copy of the medical records, he had spoken to 
the matron and suggested that she might ask the relatives to arrange for this 
to be done because he had sensed that they were not satisfied with the way 
the complainant’s mother-in-law had been treated there. Both the family 
practitioner and the matron said they had not been in touch with the 
hospital themselves about the records. The family practitioner told my 
officer that he had received a letter dated 31 March from the consultant 
saying that details of the medical examination would only be provided if the 
family practitioner himself asked for this information. He had telephoned 
the consultant in response to this letter, but the complainant’s mother-in-law 
was then shortly to be discharged from the nursing home. 


21. The consultant has since left the hospital but I have obtained his 
written comments. He explained that the patient’s medical records could 
only have been sent to the nursing home in response to a request from a 
registered medical practitioner, and he had not been able to act upon the 
request from the complainant. 


56 


22. I have found that the medical records were not in fact sent from the 
hospital to the nursing home. This was as a result of a decision by the 
consultant that he could only transfer the records if asked to do so by a 
doctor. This seems to me to be wholly reasonable but I think it was a pity 
that the hospital did not reply to the complainant explaining what was being 
done and why. 


(e) The complaint about the reply from the Authority 


23. In her letter to me of 20 July 1977 the complainant said that in the 
reply of 17 May 1977 she had received from the Authority, the DGA had 
admitted that when her mother-in-law was discharged from hospital she 
could not walk without help and he had also said that her comments about 
the treatment were ‘unhelpful’. 


24. In his letter of 17 May, the DGA wrote that the registrar ‘also tells 
me that he had stated that she (the complainant’s mother-in-law) could walk 
on the flat, a fact that he had demonstrated for himself in the examination 
room; when asked whether she could manage stairs, he said that he felt she 
could but would require help, but only because she was tired from her 
journey from Spain’. In a general reference to the complainant’s comments, 
the DGA said ‘I regret very much the language in which the letter is 
couched, and accusations that a senior doctor had made ‘patently false 
pronouncements’ when he had just completed a most thorough medical 
examination are to say the least most unhelpful’. 


25. I do not criticise the Authority’s reply about the discharge which is 
essentially in accord with my own findings. But I think their general 
comments are open to criticism. When a person makes a complaint about 
the care and treatment which has been provided by a hospital it is usually 
because they believe that something has gone wrong which could have been 
avoided. It is not then in the best interests of any of the parties involved for 
an Authority to reply in such a way as to aggravate the situation further and 
this is clearly what happened in this case. I regard the reply as ill-judged in 
this respect. 


Conclusions 


26. I cannot uphold the complaints about the circumstances of the 
complainant’s mother-in-law’s discharge from hospital, because I have 
reached the conclusion that the discharge was an action taken solely in the 
exercise of clinical judgement. I think it was unfortunate that the hospital 
did not explain to the complainant why the consultant could not act on her 
request to send her mother-in-law’s medical records to the nursing home. I 
find that the reply of 17 May 1977 sent to the complainant by the Authority 
was tactless, and I am not surprised that the complainant was upset by it. 
The Authority accept these two shortcomings and will shortly be writing to 
the complainant to apologise for them. 
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Case No. W.152/77—78—Communication between patient and staff in a 
maternity unit. 


Complaint and background 


1. The complainant was admitted to the maternity unit of a hospital on 
6 June 1977 and on 11 June she gave birth to a premature baby girl who 
died six hours after birth. She complains that throughout the day of delivery 
staff in the maternity unit disregarded the claims of herself and members of 
her family that she was in labour. She was alone when the birth occurred, 
minutes after a sister had told her she was not in labour. 


2. The complainant also contends that having been told on three 
occasions in the period immediately following the delivery that her baby was 
dead, and that its sex was not known, she was subsequently told that her 
baby, a girl, was alive although not expected to survive. The complainant 
referred the matter to the Area Health Authority (the Authority) but she 
was not satisfied with the explanations she received and she asked me to 
investigate her complaints. 


Investigation 


The complaint that staff in the maternity unit did not believe the complainant 
to be in labour and that she was alone when her baby was born 


3. The complainant told my officer that at about the twentieth week of 
her pregnancy a heavy discharge had occurred. On 6 May she presented 
herself at an infirmary where she was detained overnight and transferred to 
a gynaecology ward at the hospital the next day. After a few days, at her 
own request, the complainant was returned to the infirmary where she 
remained until 6 June, when it was thought her membranes had ruptured 
and she was again transferred to the hospital and admitted to the ante-natal 
ward. 


4. The complainant told my officer that although a doctor who examined 
her at the hospital on 6 June told her that her membranes had not ruptured 
she was detained in hospital where during the next five days she continued 
to have a niggling pain in her abdomen. She said that at about 8.00 am on 
11 June she told a pupil nurse that she thought she was in labour; she told 
my officer that this nurse appeared to agree. The complainant said that 
about an hour later she had told the sister in charge of the ward (the ward 
sister) that she was in labour who, after a brief examination, told her 
categorically that she was not. At about 10.00 am and 3.00 pm similar 
incidents occurred, when her husband and her mother respectively told 
nursing staff that she was in labour only to be told she was not. The 
complainant already had two children and she was therefore aware of the 
symptoms of labour. She said she had been given pain killing tablets at 
about 11.00 am and that sometime after 3.00 pm she was examined by a 
doctor who agreed she might be in labour but who said there was nothing 
that could be done. Finally, at about 7.30 pm she was in considerable pain 
and she rang for a nurse, being convinced she was in labour. She said that a 
sister came and felt her abdomen for a few seconds, said she was not in 
labour and left the room. Very soon after this, while she was alone in the 
room, the complainant’s baby was born. 
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5. The nursing officer (NO) who had oversight of the maternity unit told 
my officer that during the three days prior to delivery the complainant had 
regularly complained of pain, for which medication had been given including 
fortral and pethidine. The NO said that the complainant was considered to 
be a demanding patient, of whose progress she had been kept informed. She 
was reported by the staff to be complaining of pain one moment and 
seemingly relaxed the next. The NO told my officer that she thought it 
unlikely that a member of the nursing staff would state categorically to a 
patient that she was not in labour, but would be more likely to say that she 
was not thought to be in labour and that they would keep an eye on her. 


6. The ward sister confirmed that the complainant had complained of 
pain quite a lot during the days preceding 11 June and had asked for and 
been given analgesics. She told my officer that on 11 June at about 10.00 am 
the complainant was complaining of intermittent lower abdominal pain and 
had asked for an injection of pethidine. The ward sister sent for the registrar 
and waited with the complainant for about half an hour. While waiting she 
had sat with her hand on the complainant’s abdomen trying to diagnose any 
definite contractions but had felt none. The complainant’s husband had 
visited her during the morning and the ward sister said that before he left 
the hospital she explained to him about the possibility of a spontaneous 
abortion and the poor chance of survival for the foetus. She had also 
explained that it was not known when it would happen but she could not 
recall saying that the complainant was not in labour. 


7. The staff midwife who was in charge of the ward in the afternoon of 
11 June told my officer that because of the complainant’s pain she had sent 
for a doctor who prescribed analgesic tablets. The staff midwife was aware 
that the doctor had recorded in the clinical notes that the complainant was 
having mild contractions but said that she had also had odd contractions 
during the previous few days as well as pain and discomfort. The staff 
midwife stated that such symptoms were typical of a threatened miscarriage 
but did not signify that such an event was imminent and that the 
complainant’s symptoms could just as easily have settled again. 


8. On 11 June a sister from the labour ward (the sister) had been keeping 
an eye on the ante-natal ward while the ward sister was at supper. She told 
my officer that at about 7.30 pm she answered the complainant’s call and 
found that she was complaining of pain, saying that she could not stand it 
any longer. The sister examined her but could find no evidence of abdominal 
contractions. The sister changed the complainant’s pad and incontinence 
Sheet, both of which were heavily bloodstained. She learned from the 
complainant that she had been given a pain-relieving injection earlier that 
day and because she appeared to be in constant pain she told her that she 
would speak to the ward sister to see if the dose might be repeated. The 
sister denied saying to the complainant that she was not in labour. 


9. The sister met the ward sister along the corridor from the 
complainant’s room and went into the sluice room to show her the soiled 
_ pad and sheet. While discussing what could be done they both followed a 
pupil nurse’s response to the complainant’s call and discovered that she had 
given birth to her baby while unattended. After the sister went off duty at 
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about 9.20 pm she went to see the complainant in an attempt to comfort 
her; she said she expressed her regret at not being with her when the baby 
was born. The sister told my officer that the complainant had asked her 
whether the baby would be all right and that she had advised her not to 
build up her hopes. 


10. The registrar who was called by the ward sister to see the 
complainant during the morning of 11 June told my officer that he had 
known her from her stay in the gynaecology ward a short time before, when 
it was known that she might lose her baby. He was aware that she had been 
complaining of pain during the previous few days and said that after 
examining her and prescribing fortral, he had explained that it had been a 
matter of waiting to see what would happen. An entry in the ward day book 
reads ‘Abdominal pains 10.30. Seen by Dr ————— (the registrar). 60 mg 
intra-muscular fortral 11.00 am’. The registrar told my officer that he did 
not think that the complainant was ready to abort that day but it was 
difficult to know because he could not carry out a vaginal examination for 
fear of haemorrhage. He said he had explained to the complainant that a 
baby born so prematurely would have a very poor chance of survival. 


11. I have seen a report to the district administrator (DA) of the local 
Health District in which the senior nursing officer, midwifery sector (SNO) 
commented that had delivery seemed imminent the sister, an experienced 
and capable midwife, would have remained with the complainant and 
summoned assistance. She explained that intermittent uterine contractions 
with pain and bleeding were suggestive of abortion occurring but that in 
such circumstances the usual mechanisms of labour do not operate as in a 
more advanced pregnancy, hence there may be no indication that expulsion 
is imminent. I have also seen a report dated 14 July by the district nursing 
officer, pointing out that the sister who saw the complainant shortly before 
she had her baby was relieving on the ward and, not having been previously 
involved in the complainant’s care, had not been in a position to judge 
whether there had been a significant change in her condition without 
checking with a nurse who had been so involved. 


Findings 

12. The documentary and oral evidence points to the fact that the 
medical and nursing staff were aware that the complainant was likely to lose 
her baby, but that it was impossible in the circumstances to predict when this 
might happen. She was seen by the registrar in the morning and by the 
house officer in the afternoon, both of whom had been summoned by the 
nurse in charge at the time. Although the complainant was certain she was 
in labour, examination by medical and nursing staff failed to confirm this. It 
is not for me to comment on their professional judgement but I do not 
consider that the staff were in any way indifferent to the complainant’s 
condition. It is evident that the premature birth caught the nursing staff 
unprepared because they had found no detectable sign that it was imminent. 
Although the complainant failed in her attempts to persuade the staff of her 
own conviction that she was about to give birth I am satisfied that all care 
and attention which the circumstances suggested were necessary were given. 
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I have no doubt that the staff did their best to reassure the complainant that 
she was not in labour because they did not believe she was. 


The complaint that the complainant was given conflicting information about 
her baby and that she had difficulty in finding out the sex of the child 


13. The complainant told my officer that when the birth occurred she and 
the baby, still in the bed, were taken to the delivery room. She said she told 
one of the sisters that the baby had moved but was told this was impossible 
as the baby was dead. She also said that while in the delivery room she had 
asked the sister if her baby was alive but was told it was not and that when 
she asked the sex of the baby was told that it did not matter. The 
complainant said that some time later, after her baby had been taken from 
the room, she was seen by a paediatrician who told her that the baby was 
dead; when she asked the sex of the baby she was told it was too soon to 
tell. 


14. The complainant said she was being taken back to the ward when the 
NO came to tell her that she had a little girl who was alive although there 
was not much hope for her survival. She was taken to see her baby in the 
special care unit before being returned to her ward. She had wanted to stay 
awake but was given a sedative. At about 2.45 am she was awakened by the 
night sister who told her that her baby had died; she said the sister then left 
without saying anything further. Soon afterwards a pupil nurse came in to 
comfort her. 


15. The ward sister told my officer that while the complainant was being 
taken to the delivery room she asked many questions, for example whether 
the baby was alive and if it was all right. While in the delivery room the 
complainant continued to ask similar questions but the ward sister said she 
had avoided answering them. She told my officer that she did not say 
anything to the complainant about whether her baby was alive or dead nor 
could she remember anyone else saying so. 


16. The ward sister told my officer that she had wrapped the baby in a 
towel and placed her on the resuscitator where she could see a faint 
irregular heartbeat through the chest wall, and soon afterwards she noticed 
the baby taking an occasional gasp. The paediatrician who had been sent for 
by the other sister arrived within a few minutes, by which time the baby had 
been taken to another delivery room across the corridor in order to avoid 
causing the complainant any unnecessary distress. The ward sister had 
placed the baby on the second resuscitator and given it oxygen via the 
oxygen stimulator. She said that after examining the baby the paediatrician 
concluded that there was nothing he could do and he left to see the 
complainant. After some minutes the ward sister noticed that the baby’s 
gasping had become more frequent at which point the NO arrived. The 
registrar and senior consultant obstetrician were contacted and the baby was 
taken to the special care unit. 


17. The sister from the labour ward told my officer that she could not 
recall saying to the complainant that her baby was dead but she did 
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remember two comments she had made to the complainant after the birth, 
although at which point and in what circumstances they were said she could 
not be sure. One comment was ‘If the baby lives it will be a miracle’ and the 
other was ‘A baby at this stage of pregnancy stands hardly any chance of 
survival’. In a statement dated 25 June 1976 to the SNO the sister said that 
she could not recall the complainant asking whether the baby was alive but 
thought she may have asked what its chances were as she recalled telling her 
that a baby at that stage of pregnancy stood hardly any chance at all. 


18. The NO told my officer that she first saw the baby after it had been 
decided by the paediatrician that nothing could be done for it. She was told 
by the ward sister that an occasional gasp had now become quite regular. 
The ward sister then contacted the registrar and soon afterwards the baby 
was taken to the special care unit. The NO told my officer that she spoke to 
the complainant on her way back to the ward and fully explained to her 
about her baby. 


19. The paediatrician who examined the baby told my officer that he was 
summoned to the labour ward shortly before 8.00 pm on 11 June. The baby, 
by then about thirteen minutes old, was in the second delivery room. He 
said he had observed the baby for about five minutes and noted that she was 
gasping about once a minute and that there was a heartbeat at the rate of 60 
per minute. The paediatrician explained that because the baby was so small 
(she was about six inches long) it was not possible to use the resuscitation 
equipment to assist with breathing as in normal or near normal births. He 
concluded that as the baby was so small and premature there was nothing 
more he could do and he went to see the complainant to offer his sympathy. 
The paediatrician told my officer that he was under the impression that she 
had already been told that her baby was dead, although he does not know 
where he obtained this impression. He admitted that he had not been aware 
of the sex of the baby at this time but he thought it unlikely that he would 
say to the complainant that it was too soon to tell. 


20. The night sister who was responsible for the complainant’s care from 
9.00 pm on 11 June stated that she was informed by the special care unit 
staff immediately after the baby’s death at 2.10 am. As previously arranged 
with the complainant’s husband she contacted the local police to inform him. 
She then went to the complainant’s room and told her as gently as she could 
that her baby had died. The complainant was upset and the night sister left 
the room for a few minutes to have someone make a cup of tea for her. She 
said she then returned to the room and stayed with the complainant while 
she drank her tea and smoked a cigarette, after which she had settled her 
down for the remainder of the night, at which time the complainant had 
assured her that she was all right. 


Findings 

21. Although I cannot say for certain what the complainant was told 
about the condition of her baby immediately after birth, I am satisfied that 
she was led to believe that her baby was dead. A faint heartbeat and 
occasional gasping were noticed by the ward sister after delivery, when she 
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placed the baby on the resuscitator. In retrospect it might have been wiser to 
explain to the complainant at the time that such signs had been detected. To 
be told first that her child was dead and subsequently that it was alive, is 
only likely to give rise to false hopes leading ultimately to greater distress 
and grief. It is unfortunate that the paediatrician was unable to tell the 


complainant the sex of her baby as it is a common and understandable 
question for a mother to ask. But I think his attention was directed solely 


towards the condition of the baby and whether there was anything he could 
do to help it to survive. I believe that the complainant was given adequate 
nursing care after she returned to her room. 


The complainant’s dissatisfaction with the way in which the Authority dealt 
with her complaint 


22. On 16 June soon after she was discharged from hospital the 
complainant wrote to the SNO at the hospital complaining about her recent 
experiences there. The SNO wrote to the complainant on 25 June asking her 
permission to refer the matter to the DA for investigation and this was 
given. The DA completed his enquiries and reported his findings to the 
complainant in a letter dated 22 July. The complainant however was not 
satisfied with the reply and sought the advice of her local community health 
council at whose suggestion she referred the matter to me. 


23. In an interview with my officer the complainant also contended that 
when she and her husband were seen by a consultant paediatrician (the 
consultant) about the end of July he tried to dissuade them from taking her 
complaint any further and said he pointed out that her action “may result in 
people losing jobs’. She alleged that the consultant denied that the baby had 
ever been alive, that he suggested the complainant’s emotional state had 
affected her judgement of recent events, and that he implied that she had 
been spreading rumours about the hospital. 


24. Documentary evidence shows that after obtaining statements from 
members of the nursing staff, the SNO referred the complaint to the DA. 
He considered these statements together with comments from the consultant 
obstetrician and the consultant paediatrician before he replied to the 
complainant on 22 July. The letter explained the Authority’s procedure for 
dealing with complaints and advised the complainant of her right to refer the 
matter to me if she remained dissatisfied. 


25. The DA apologised to the complainant for no-one being with her 
when the birth occurred and explained how such a situation could come 
about. He also told the complainant that according to medical evidence, as 
soon as the baby showed signs of life, everything possible was done for her, 
although she was too premature to survive. 


26. In a letter to the DA dated 13 June the consultant paediatrician 
explained that he was about to invite the complainant to come and see him 
to discuss the loss of her baby, this being the routine procedure followed by 
the paediatric unit in such circumstances, after the case had been discussed 
with the obstetric colleagues. Following the interview with the complainant 
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and her husband on 29 July the consultant wrote to the family practitioner 
commenting that the complainant was convinced that the failure of the baby 
to survive had been due to inadequate medical care and attention. He had 
apologised to her for the varying and muddled statements which the 
complainant had received immediately after the birth and went on to say 
that, after he had discussed the paediatric management of her case with her 
and the impossibility of such an immature foetus surviving, the complainant 
had admitted that she had been under a misapprehension over the question 
of the baby’s chances of survival. The letter also shows that on the day 
following the birth the consultant had asked the complainant and her 
husband to agree to a post-mortem being carried out with a view to finding 
out the reason for this, the complainant’s second miscarriage, but that they 
had refused. 


27. The consultant paediatrician told my officer that he was aware that 
the baby had shown signs of life and he denied saying to the complainant 
that the baby had never been alive. He said that it had been known at the 
hospital that the complainant had been talking about the incident to several 
people and he had suggested to her that until the full facts became known 
and clarified she should say as little as possible thereby avoiding anxiety for 
herself and others involved. The consultant denied making any comment 
about people losing jobs. He explained to my officer that the sex of a baby 
was sometimes not obvious at such a stage of prematurity but he agreed that 
the doctor should have looked more closely. 


28. I have seen a letter which the senior consultant obstetrician sent to 
the DA when I commenced my investigation in which he summarised his 
views. He said that the complainant had developed bleeding mid-way 
through her pregnancy which persisted; she was therefore treated over a 
long period of time as a patient who was likely to have a miscarriage or to 
go into premature labour. He confirmed that this in fact happened on 11 
June at about 24 weeks gestation. He said the foetus was expelled rather 
quickly and unexpectedly as often occurs in this type of case. He pointed out 
that the complainant had been seen twice by doctors on that day, the last 
examination being soon before she delivered. He thought the fact that she 
had tended to complain about discomfort over a long period of time could 
well have been a contributory cause of the failure to recognise that the 
foetus was about to be expelled. He stressed that the period when the baby 
was born, at about 24 weeks, was four weeks earlier than the recognised 
time of viability. He said such babies usually show no sign of life when born 
but sometimes survive for a short while, as in this case. He said it was 
unfortunate that the complainant was initially told the baby was not alive 
and felt information had been given to her in good faith. He did not think 
there was any way in which complete avoidance of occurrences of this kind 
could be guaranteed. The consultant obstetrician saw the complainant for a 
deferred post-natal examination on 24 August and wrote to her family 
practitioner the same day, who had already been sent a full report by the 
consultant paediatrician following his own discussion with the complainant. 
In this letter, the consultant obstetrician expressed his doubt that anybody 
would ever be able to satisfy the complainant about the circumstances which 
had arisen. 
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Findings 


29. The Authority’s reply to the complaint was based on information 
obtained from the professional staff concerned and invited her to take the 
opportunity of talking to the consultant paediatrician about any aspect 
which still worried her. But it did not comment on the conflicting 
information given to her about the condition of her baby although evidence 
regarding this point had been obtained by means of interviews with staff 
concerned. The consultant paediatrician’s reason for seeing the complainant 
and her husband on 29 July was to discuss with them their loss; his letter to 
the DA dated 13 July declared his intention to see the complainant for that 
reason. Although I cannot be certain what was said at the meeting on 29 
July I do not think the consultant intended to deter the complainant from 
any action she was entitled to take, although I believe concern was 
expressed over what might be said to people outside the hospital. He knew 
that she had yet to see the consultant obstetrician and, I believe, wanted her 
to await the meeting with him before she formed a final judgement on these 
unfortunate events. 


Conclusion 


30. I sympathise with the complainant in her loss and can readily 
understand how the events surrounding the birth of her very premature 
baby served to heighten her anxiety. That she was alone when her baby was 
born was regrettable but unavoidable in the circumstances, and I do not 
uphold this part of the complaint for the reasons given in paragraph 12. But 
I consider that the complainant was caused unnecessary further distress by 
the events immediately following the birth (paragraph 21) and I think that 
the Authority should apologise to her for this. I also ask them to consider 
whether any remedial action is necessary to avoid, as far as possible, a 
similar situation arising in future. 


31. The detailed investigation of the complaint by the Authority was 
completed without delay, but their reply to the complainant omitted to 
answer one of the main elements of the complaint. They will also be 
apologising for this omission. 


Case No. W.154/77-78—Accident in hospital grounds and handling of 
subsequent complaint 


Complaint and background 


1. When leaving hospital on 2 November 1974 after visiting a patient, the 
complainant tripped over a large baulk of timber in the hospital grounds. 
She fell and required treatment in the casualty department for injuries to 
her ankle and knee. 


2. The complainant contends that: 


(a) no accident report was prepared and no-one was. sufficiently 
concerned to have the obstacle removed; and 

(b) the investigation of her complaint by the Area Health Authority 
(the Authority) was unsatisfactory and some of the replies sent to 
her were inaccurate and unsympathetic. 
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Investigation 


(a) The complaint that no accident report was prepared and no action taken 
to remove the obstacle 


3. The complainant told me that her accident had occurred on the 
evening of 2 November 1974 in the grounds of the hospital after visiting a 
patient. There was practically no lighting in the area and in the darkness she 
had fallen to the ground after her foot struck a large baulk of timber. She 
managed to return to the ward entrance and attracted the attention of a 
nurse who in turn obtained assistance from a male nurse. The complainant 
said that she had explained to both of them what had happened and where 
the accident had occurred. And later in the casualty department she had told 
the sister and a doctor what had happened but neither they nor anybody else 
had seemed concerned about the obstruction. After an x-ray which showed 
that no bones were broken and treatment to her cuts she had been driven 
home by her son. 


4. The Authority told me that the complainant’s son had written to the 
hospital secretary on her behalf on 10 December and the investigation of his 
complaint had been completed by March 1975. The complainant was not 
satisfied with the reply they sent and after she had written again to the 
Authority the investigation was re-opened. 


5. All four of the ward nursing staff who were involved in the incident 
have moved away and at least one has left the country. However two made 
written statements after the investigation had been re-opened which I have 
examined. The student nurse whose attention the complainant attracted said 
that she had found the complainant, obviously in some pain, sitting on a 
bench just inside the entrance to her ward. She said that the complainant 
had explained that she had fallen over a plank in the hospital grounds. The 
student nurse stated that she had bandaged the complainant’s ankle and 
later, having helped her into a wheelchair, accompanied her to the casualty 
department. 


6. The staff nurse in his statement said that he had been told that a lady 
had failen down outside the ward and he had later treated her leg. He said 
that because the accident had occurred within the hospital grounds he 
thought it should be reported properly and that she should be medically 
examined ‘more for reason of red tape than due to the extent of the injury’. 
He said that he considered that the ward record of accidents would have 
been inadequate for the purpose. He then telephoned the sister on duty in 
the casualty department, explaining what had happened. 


7. The casualty sister recalled treating a lady who had tripped up outside 
the ward. She said that she had arranged for x-rays to be taken but could not 
remember being asked to see to any obstruction. Two of the three nurses 
working in the casualty department at the time have no recollection of the 
incident, and the third has not been traced. 


8. The hospital secretary, who had carried out the investigation at the 
hospital, told my officer that he was satisfied that all staff knew of the 
importance of reporting accidents in accordance with advice given in circular 
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HM (55) 66. The male staff nurse had been an agency nurse and understood 
that some kind of report was called for but was unfamiliar with local 
procedure. The hospital secretary agreed that it was important for all 
accidents and untoward occurrences to be reported immediately so that 
action could be taken as necessary. 


9. During my investigation I have examined a copy of an entry in the 
register kept in the casualty department at the hospital. This does not 
explain how the complainant sustained her injuries but it does confirm that 
on the evening of 2 November 1974 her ankle was x-rayed and later treated. 


Findings 

10. From the evidence I have obtained I have no doubt that the 
complainant fell in the hospital grounds and that hospital staff were told of 
this. No official accident report was completed as is required and there is no 
record of anything being done immediately following this accident to 
remove or give warning of the obstruction, but I am informed that some 
action might have been taken, as there had been no further accidents. 


(b) The complaint about the inadequacy of the investigation and the 
inaccuracy of the replies 


11. The complainant told me that her son wrote to the hospital secretary 
on 20 November 1974 complaining about the accident and pointing out the 
hospital’s negligence in permitting an obstruction across an ill-lit path. On 
10 December the hospital secretary apologised for the delay in 
acknowledging the letter, expressed his regret about the accident and told 
the complainant’s son that after an investigation he would be advised of the 
outcome. The complainant’s son wrote again on 10 January 1975 but had 
heard nothing further by 10 March and submitted a formal application for 
damages. 


12. The area administrator replied on 17 March. He said that the nursing 
officer in charge of the accident and emergency department, the sister in 
charge of the ward and the ambulance driver had all been interviewed but 
none had been able to shed any light upon the accident. He said that he had 
been unable to establish the position of the plank and had been assured by 
the ward sister that there was no timber lying outside the entrance to the 
ward at that time. The area administrator said that he was sorry that the 
complainant was still suffering considerable pain and inconvenience as a 
result of the accident but in the circumstances he regretted there was no 
further action he could take. 


13. The complainant replied to this letter on 20 March. She said that she 
found the reference to an ambulance driver incomprehensible because no 
ambulance or ambulance driver had been involved at any time. She said that 
immediately after the accident she had carefully explained to nursing staff 
where it had occurred so that the obstruction could be quickly located and 
removed. She added that she found it extraordinary that no-one had 
reported the accident and, asking for an early reply, said that she could not 
accept that there was no further action that could be taken. 
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14. The area administrator replied to the complainant on 25 March 
saying that following her letter the investigation would be re-opened and 
that he would write again as soon as possible. The complainant waited until 
17 May before writing to remind him that he had not replied and on 30 May 
he wrote agreeing that the matter had dragged on for far too long. He said 
that the delay was partly due to some confusion in his mind about the reason 
for the complaint. He asked the complainant whether she was only 
concerned about the removal of the plank and if so to arrange to visit the 
hospital to show the hospital secretary where the accident took place. He 
added that she should seek legal advice if she wanted to make a claim 
against the Authority. 


15. On 12 June the complainant wrote to the Authority listing the 
previous correspondence, saying that the removal of the plank was not her 
only concern, pointing out that her son had submitted a claim for 
compensation on 20 March. The area administrator replied on 7 July 
expressing regret that her son’s letter of 20 March had been mislaid and 
asked for a copy which could be referred to the Authority legal adviser. The 
complainant sent a copy on 11 July. (During the course of his enquiries my 
officer found the original on the legal adviser’s file.) 


16. The complainant told me that on 5 August her son had received a 
reply from the legal adviser in which he said that the Authority had been 
unable to discover where the accident took place because she would not visit 
the hospital adding that unless she did so no further progress could be made. 
The complainant told my officer that she had not refused to visit the hospital 
but could see no point in visiting the construction site seven and a half 
months after her accident expecting the plank to be in the same place. She 
explained that the Authority’s reply of 30 May invited her to arrange a visit 
to the hospital ‘if her only concern was the removal of the plank’. The 
complainant told me that that was not her only concern, a claim for 
compensation already having been submitted on her behalf by her son. 
However, when it was made clear that the request to visit the hospital was in 
connection with her claim she telephoned the hospital secretary and on 19 
August was able to show him exactly where the accident had taken place. 


17. On 21 August the hospital secretary sent a report to the area 
administrator enclosing a map of the area showing where the accident had 
taken place, namely, on or near the boundary of a site under the control of 
contractors at the time. He explained that to the best of his knowledge the 
contractor’s site had been ‘fenced off with ropes, sleepers and large planks 
to form a perimeter line and thus anyone walking along the boundary would 
be in danger of tripping over it’. When seen by my officer he confirmed that 
at the time of the accident the lighting in the area had been very poor. 


18. The legal adviser wrote to the complainant on 10 December..He said 
that following her visit to the hospital it had been ascertained that the place 
_ where she had fallen was, at the time of her accident, under the control of 
contractors. He added that he took into account her pain, suffering and loss 
of amenities and said that, without prejudice he was prepared to advise the 
Authority to make an ex gratia payment of £100 in settlement of her claim. 
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On 12 February the complainant wrote to the legal adviser stating that she 
considered his offer completely unacceptable as it in no way reflected the 
pain, distress and expense to which the negligence of the hospital had 
subjected her. The legal adviser replied on 27 February noting that his offer 
had not been accepted and stating that it was thus withdrawn. He advised 
her that if she wished to pursue the matter further he was authorised to 
accept service of any proceedings on behalf of the Authority. 


19. Between 26 March 1976 and 9 May 1977 correspondence took place 
between solicitors representing the complainant, the legal adviser and an 
insurance company action for the contractors. The complainant’s solicitors 
received a letter dated 9 May 1977 from the insurance company stating that 
the place where the accident had occurred ‘was part of our Insured’s site at 
the time of the alleged incident and was used for storage of materials and 
was fenced’. They mentioned the difficulty of establishing facts so long after 
the accident and concluded that because of confusion over the exact location 
and the absence of witnesses to and reports of the accident they had no 
alternative but to repudiate the complainant’s claim. 


Findings 
20. The evidence I have obtained to which I refer in the previous 


paragraphs 11 to 19 all too clearly points to inadequacy, inaccuracy and 
delay in the handling of this complaint. 


Conclusions 


21. I give my findings in paragraphs 10 and 20 and accordingly I uphold 
the complaint against the Authority. I can well understand her sense of 
grievance, for the lack of resolution of this long protracted affair is 
unsatisfactory. I hope the Authority will be prepared to review the situation 
in the light of my report. 


Case No. W.164/77—78—Failures and delays in the diagnosis and remedial 
treatment of deafness in a child 


Complaint and Jurisdiction 


1. The complainant’s son, who was born on 14 September 1970, is 
partially deaf. His mother complained to the Area Health Authority (the 
Authority) in March 1977 about failures and delays in the diagnosis and 
remedial treatment of his deafness. She was not satisfied with the reply and 
asked me to undertake an investigation. 


2. The complaint included references to events which occurred before the 
reorganisation of the National Health Service in 1974 and people who were 
not then health service employees; parts of it concerned the actions of a 
family practitioner and actions taken by doctors solely in the exercise of 
clinical judgement. I explained to the complainant that I was precluded, by 
the Act of Parliament which defines my powers, from investigating these 
aspects of her complaint. 
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3. Some aspects of the complaint also concerned the actions of staff 
employed by the local authority. Such actions are not subject to my 
jurisdiction but a parallel complaint by the complainant against the County 
Council (the Council) was accepted for investigation by the Commissioner 
for Local Administration. As statutorily required, we issue separate reports 
on the results of our respective investigations but I agreed with the 
Commissioner that we should co-operate in our enquiries as provided for in 
Section 33 of the Local Government Act 1974. 


4. In this report, when I have thought it necessary for the sake of clarity 
to set the actions of the Authority’s staff in a wider context, I have referred 
to events and actions which are, for the reasons given in paragraphs 2 and 3, 
outside the scope of my investigation. I have investigated the complaints 
against the Authority that: 


(a) the clinical medical officer for the school health service (the school 
doctor) said in November 1975 and February 1976 that she would 
arrange speech therapy for the complainant’s son, but failed to do 
SO; 

(b) the school doctor delayed in making arrangements for an audiology 
test for the complainant’s son from February to July 1976; 


(c) there was a delay in providing a hearing aid for the complainant’s 
son from 15 September 1976, when his deafness was diagnosed, 
until 20 January 1977; 


(d) the school doctor failed to inform the school of the complainant’s 
wish to have prior knowledge of, and be present at, her son’s 
interview with an educational psychologist, and that the latter was 
not informed when the boy’s deafness was diagnosed; and 


(e) the Authority failed to give the complainant adequate explanations 
of failures and delays, or information on the steps taken to prevent 
similar occurrences. 


Investigation 


5. My investigation concerned events which occurred since September 
1975, when the son joined primary school, at the age of five. The 
complainant told my officer that she did not, at that time, suspect that her 
son’s hearing was impaired because he could hear her when she spoke, 
although he was frequently unable to give appropriate or coherent replies. 
She said she had previously mentioned this difficulty both to the school 
doctor and to her family practitioner and that she had indicated on the form 
for his medical examination at school that he had speech problems. During 
my investigation, I learned that health visitors carried out a routine hearing 
test on children at the age of nine months; from the records it appeared that 
the complainant had been given an appointment for this on 25 June 1971, 
but had not attended. At that time, it was the responsibility of individual 
health visitors to follow up cases of non-attendance in their areas, but there 
was no evidence that this had been done in this case. In 1974 a computer- 
based system was introduced for the Authority’s child health service by 
means of which follow-up appointments are automatically given at 
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appropriate intervals until the children start school. I also learned that the 
majority of children in the Authority’s area who are referred to specialists in 
speech and hearing defects are of pre-school age. 


(a) The failure to arrange speech therapy 


6. The complainant told me that the school doctor had seen her son in 
November 1975 and February 1976 and on both occasions had undertaken 
to arrange speech therapy sessions for him, but nothing had happened until 
she herself had secured an appointment by making direct contact with the 
speech therapist in July 1976. I have found no evidence that the school 
doctor saw her son in February, but she told my officer, and I have 
confirmed from her file and medical notes, that she saw him at the routine 
school medical examination which was in 3 November 1975. The records 
show that she noted when she examined him that his speech and hearing 
needed continued observation and that he needed speech therapy. She 
recommended a review after six months. On 6 November she wrote to the 
speech therapist, asking her to see the boy. The speech therapist replied on 
5 February 1976 to the effect that she had seen him that day and wished to 
continue to do so regularly. She told my officer that the speech therapy 
service was overworked and, because patients were seen in the order of 
referral, this had been the earliest appointment she had been able to give 
after receiving the school doctor’s referral; it had been an assessment 
interview. She had then offered the next available appointment, which was 
in June, but the complainant had had to cancel it because it coincided with 
the family’s holiday. She had seen the boy again on 22 July and thereafter 
about two or three times a month until the end of 1976. 


Findings 

7. I have established that the school doctor made arrangements for 
speech therapy within three days of seeing the complainant’s son, and that 
an assessment interview was carried out on 5 February 1976, which was the 
earliest date that could be offered by the speech therapist. I believe the 
complainant was mistaken in recollection that the school doctor saw her son 
in February 1976 and that speech therapy was first arranged at her own 
instigation in July, and I do not uphold her complaint of delay on the part of 
the school doctor. However I do find it a matter for concern that the speech 
therapy service was said to be so overworked that her son had to wait three 
months for the first appointment and a further four months before the next. 


(b) The delay in arranging an audiology test 


8. The complainant told me that in February 1976 the school doctor had 
tested her son’s hearing and had said she would arrange for him to be given 
a full audiology test by a peripatetic teacher of the deaf (the peripatetic 
teacher) who was employed by the Council. The complainant said she had 
heard nothing more and on 14 September she made direct contact with the 

peripatetic teacher, who performed the test at the school the next day and 
diagnosed high frequency deafness. The complainant said she later learnt 
that the school doctor had written to the peripatetic teacher about her son in 
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July 1976, but that the letter had not come to the teacher’s notice until 
February 1977. 


9. I have already said (paragraph 6) that I have found nothing to show 
that the school doctor did see the complainant’s son in February 1976, but I 
established that he was seen at school on 23 February by an audiometrician 
who was doing routine screening of the hearing of all children in his class. 
She told my officer that she was unable to record a result because the boy 
was unco-operative, in that he did not seem to comprehend what was 
required of him. I have seen that she indicated this on the form recording 
the outcome of the tests, copies of which were usually sent to the school 
doctor at the school. The speech therapist, in her letter of 5 February 1976 
to the school doctor asked for a hearing test to be carried out. She told my 
officer this was because such tests had normally been done before children 
were referred to speech therapy and she wanted to ensure that it had been 
done in this case as information about hearing deficiencies were helpful. 


10. The school doctor had made a note in the preceding November that 
the boy’s hearing should be reviewed in six months’ time. She told my 
officer that she did not know of the audiometrician’s test on 23 February, 
although she normally checked the result of such screenings when she visited 
the school. She said she herself had tried to test him at school on 9 March 
but had been unsuccessful. The reference in the medical notes suggests that 
the failure to achieve a result was attributable to his lack of co-operation, 
but the school doctor told my officer that she thought it might have been 
due to distracting noise at the school, or to the temporary effect of catarrh 
on his hearing. She therefore decided to undertake a second test to ensure 
that there were adequate grounds for doing so, instead of referring him 
immediately to the peripatetic teacher. This test took place on 16 July at a 
local clinic but was again inconclusive, and on 19 July the school doctor 
wrote to the peripatetic teacher, referring to her two unsuccessful attempts 
and asking the teacher to carry out a test herself. The peripatetic teacher 
confirmed that the complainant had telephoned her in September 1976. As 
the complainant had clearly been very concerned and distressed she had 
arranged to see the boy at once, though she had not at that time seen the 
referral letter from the school doctor. She said the letter was on the file, and 
would have come to her attention in its turn. The call had resulted in the test 
having taken place earlier than it would otherwise have done. The letter 
from the school doctor had come to her notice in February 1977. 


Findings 

11. The school doctor’s decision about the timing of the hearing tests she 
carried out and the conclusions she drew from the results are matters of her 
clinical judgement and are not for me to question, but it seems unfortunate 
that she was not aware, when she tried to test in March, that the 
audiometrician had found similar difficulties a month before. This might, 
perhaps, have influenced her decision to allow a further four months to 
elapse before referring the complainant’s son to the peripatetic teacher as 
this was done, in the event, without a diagnosis having been reached. It has 
been established that, had the complainant not telephoned the peripatetic 
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teacher when she did, there would have been even more delay in arranging a 
hearing test. I feel the circumstances, especially the fact that previous tests 
had been abortive and that the speech therapist was awaiting the results, 
justified a request for priority once the clinical decision to refer had been 
made. I also think it unfortunate that the speech therapist had no 
information about the hearing difficulty to help her in her treatment. 


(c) The complaint of delay in providing the boy with a hearing aid 

12. The complainant told me that when the peripatetic teacher diagnosed 
her son’s high frequency deafness on 15 September 1976 she said she would 
send him to see a specialist (the otologist). The complainant said she had 
heard nothing and in November, on the advice of the speech therapist, she 
took her son to see her family practitioner who referred him to a hospital 
ear nose and throat (ENT) department. But the complainant said that when 
she has learned that the hospital appointment would not be until 23 
February and would involve only a ‘preliminary’ hearing test she had 
cancelled it and got in touch with the peripatetic teacher who arranged for 
her son to be seen by the otologist on 16 November at the clinic. The latter 
had said that the boy would need to have his tonsils and adenoids removed 
when it had been determined whether the trouble was located in the inner 
or outer ear, and had recommended that he should be seen by the senior 
clinical medical officer in charge of the area audiology clinic (the audiology 
clinic doctor). The complainant’s son was examined by her at her clinic on 
16 December and again by the otologist on 18 January; the complainant 
said that he had expressed surprise that the audiology clinic doctor had not 
arranged for her son to have a hearing aid. She told my officer that she had 
spoken about this to someone who gave her a blood test that day, who she 
believed had interceded on her behalf because two days later her son was 
taken by the peripatetic teacher to have his hearing aid fitted at the hospital. 


13. My officer was told by the doctors that there are two main types of 
hearing loss, each requiring different treatment. A ‘conductive’ loss could be 
rectified by surgical treatment, and patients suspected of having this 
condition were referred to an ENT clinic for examination by an otologist. 
Patients with suspected ‘perceptive’ loss would be seen by the audiology 
clinic doctor and a hearing aid supplied if necessary. In this case the 
peripatetic teacher who saw the boy on 15 September 1976 found evidence 
of perceptive deafness and reported the following day to the school doctor, 
suggesting that he be seen at the audiology clinic on 26 October with a view 
to his being supplied with a hearing aid. She also said she could not assess 
the degree of conductive loss, if any, as she was awaiting replacement of the 
equipment necessary to conduct this test. The school doctor wrote to the 
audiology clinic on 24 September, and was told that the boy could not be 
seen until 16 November. In the event, the November clinic was found to be 
full and he was not examined until 16 December. 


14. In November 1976, while he was waiting for his clinic appointment, 
the complainant’s son was referred by his family practitioner to the ENT 
clinic at the hospital because of conductive deafness arising from tonsillitis. 
As no appointment could be offered until February 1977, the complainant 
sought the help of the peripatetic teacher, who asked the school doctor to 
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arrange for the boy to be seen by the otologist at the clinic instead. This 
consultation took place on 16 November. The otologist told my officer that 
he could not remember the interview but I have seen his notes, made at the 
time, which show that he had recommended the removal of the boy’s tonsils 
and adenoids and, as there was some evidence of perceptive loss, he had 
suggested a further interview with the peripatetic teacher. The complainant 
informed the peripatetic teacher, who carried out a test on 18 November 
and reported to the otologist that the boy was suffering a mixed conductive 
and perceptive loss. The next consultation was on 16 December with the 
audiology clinic doctor, who recommended the provision of a hearing aid 
and continued supervision by the peripatetic teacher. A copy of her report 
was sent to the otologist, who then saw the boy again on 18 January 1977. 
On this occasion samples of blood were taken for diagnostic purposes and 
the community nursing officer who took them told my officer that, because 
the complainant had expressed concern over the time which was being taken 
to get a hearing aid for her son, she had informed the peripatetic teacher. 
This nursing officer said she had learned two days later that the aid had been 
supplied, but believed this must already have been arranged at the time of 
her intervention. 


15. The assistant district administrator (ADA) told my officer that the 
five weeks’ delay in the supply of the hearing aid was not unusual, in view of 
the length of the waiting list at that time and the Christmas holiday. 


Findings 

16. It seems to me that the complainant was to some extent confused 
about the sequence of events from the time her son’s hearing was tested by 
the peripatetic teacher on 15 September 1976 to his receipt of a hearing aid 
on 20 January 1977. This was understandable, because she could judge only 
from the appointments her son had, in the order they arose, and could not 
have been aware of the action taken by the various people involved. I think, 
too, that she may not have been given a clear explanation of the difference 
in treatment for the two types of hearing loss from which her son was 
suspected of suffering. I cannot determine whether the peripatetic teacher 
told the complainant on 15 September that she would be referring the boy 
to the otologist, but she could have had it in mind to do so, since she was 
unable to assess conductive loss at that time. But she had discovered 
perceptive loss; she was unable to recommend treatment herself and so, 
through the school doctor, she referred the boy to the audiology clinic where 
he was seen on 16 December, the first available time, and a hearing aid was 
recommended. I have been assured that the time lapse before he received it 
was not unusual and I do not think it was excessive particularly since it 
spanned the Christmas holiday. In the meantime, he had been seen by the 
otologist on 16 November who had decided that his tonsils and adenoids 
should be removed and that he should be seen by the audiology clinic 
doctor. In fact, this had already been arranged, and by the time the otologist 
saw the boy again on 18 January, a hearing aid had been recommended and 
was received two days later. I cannot determine whether the otologist said 
anything to the complainant about the hearing aid, as he cannot remember 
the consultation, but since he had a copy of the audiologist’s report on his 
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file, he knew at the time about her examination and recommendations. And 
I think the complainant was mistaken in believing that the nursing officer’s 
intervention speeded up her son’s appointment at the hospital on 20 
January. 


(d) The complaint about the test by the educational psychologist 


17. The complainant said that in February 1977 she learnt that her son 
had been seen at school on 28 September 1976 by an educational 
psychologist (who was employed by the Council). She said she had 
previously discussed such an assessment with the speech therapist at which 
time she had said she would wish to know of it beforehand and be present. 
She understood that this information had been passed by the speech 
therapist to the school doctor who had made the arrangements with the 
educational psychologist. But when the complainant wrote on the subject to 
the school doctor on 17 February, she received a reply dated 23 February 
which quoted from the speech therapist’s referral letter that ‘[the 
complainant] is agreeable to [her son] being seen by them’ (ie the 
educational psychologists). She said that on 4 March 1977 she had met the 
senior educational psychologist to discuss the matter, and had been 
concerned to find that there was nothing on the file to indicate that her son 
had been diagnosed partially deaf before the psychology test. She felt that 
this could have affected the educational psychologist’s report. 


18. The speech therapist told my officer that when she had received no 
response to her request of 5 February 1976 for a hearing test to be arranged 
(paragraph 9) she had assumed that nothing abnormal had been found in 
the boy’s hearing. She had seen him on 29 July when she had given him a 
test which should have revealed deafness if it existed; none was revealed and 
she had then to consider the possibility that he was brain-damaged so, 
having explained the question of educational psychology to the complainant, 
she had written to the school doctor on 12 August 1976 enclosing a report 
on the boy and asking for an educational psychologist assessment to be 
arranged for him. I have seen this letter which states ‘[the complainant] is 
agreeable to [her son] being seen by them, but stated she would like to be 
present’. The school doctor wrote to the educational psychologist on 3 
September; she told my officer she could not recall whether she had 
forwarded the speech therapist’s covering letter, but it was her practice 
always to obtain parents’ permission for tests and it was clear that this had 
already been done. She felt that it was the duty of the educational 
psychologist to invite parents to attend. The educational psychologist told 
my officer (and I have confirmed from the files) that she had not received a 
copy of the speech therapist’s letter to the school doctor. She said it was 
customary to assume when a referral came from a doctor that parental 
consent had already been obtained and she would not automatically have 
asked the complainant to be present. 


19. The educational psychologist, in her report dated 21 October, noted 
that the boy’s difficulties appeared to be restricted to speech and language, 
and recommended that he be placed in a special assessment centre where he 
could be closely observed to determine what factors were contributing to his 
verbal problems; she gave deafness as an example. She told my officer that 
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when she saw him on 28 September she knew that he had been referred to 
the peripatetic teacher for a hearing test but did not know the diagnosis. 
(The speech therapist told my officer that when she received a copy of the 
peripatetic teacher’s report on 23 September, she had telephoned the 
educational psychology department and left a message, but it appears the 
educational psychologist did not receive it.) She said that it would have been 
helpful if the school doctor had given her the information; although she 
would not have done different tests, she would not have recommended the 
boy’s placement at the special assessment centre if he had already been 
diagnosed as partially deaf. She had found him an unusual case and had 
therefore sent a covering letter to the school doctor with her report asking 
for comments; she did not generally do this but she had hoped for some 
further information. She had left the service shortly afterwards, otherwise 
she would have followed up the case. The school doctor told my officer that 
she had not considered conveying the peripatetic teacher’s findings to the 
educational psychologist, but she thought with hindsight, that it would have 
been useful to do so. By the time she saw the psychologist’s report on 29 
October, there was no need to take any further action, since the boy’s 
deafness had been provisionally diagnosed by the peripatetic teacher and he 
had been placed on the audiology clinic list for further treatment. But she 
said she did not cancel the psychological assessment because the diagnosis 
was not definite until confirmed by the audiology clinic doctor. She had not 
sent the speech therapist (who had originally asked for the referral) a copy 
of the report because she thought this would have been sent direct by the 
psychologist. But the psychologist told my officer that she expected the 
school doctor to do this. The speech therapist told my officer that a copy of 
the report would never have been received by the speech therapy 
department if her successor had not requested it early in 1977. 


Findings 

20. The school doctor, when she referred the complainant’s son to the 
educational psychologist, was aware that the complainant wished to be 
present at the interview. There was confusion about the responsibility for 
ascertaining parents’ wishes, but the problem would not have arisen if the 
school doctor had passed on all the information she had available, and I 
consider this to be a cause for criticism. I also criticise her action in not 
telling the complainant that she had been informed by the speech therapist 
of her wish to be present at the interview. By the time the boy was seen by 
the educational psychologist, his high frequency deafness had been 
diagnosed by the peripatetic teacher, but the psychologist was not aware of 
this and so recommended that he be referred to a special centre for a further 
assessment of his difficulties. The school doctor has said that the psychology 
appointment was allowed to proceed because the diagnosis had not been 
confirmed by the audiology clinic doctor, but she also said that knowledge of 
the peripatetic teacher’s diagnosis obviated the need for any action on the 
psychologist’s report. I cannot reconcile these two statements, and I think 
that even if the school doctor considered the diagnosis to be only 
provisional, she should have passed the information to the educational 
psychologist, who would have been able to take it into account when making 
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her recommendations. I also criticise the failure to inform the speech 
therapist of the results of the psychology test. 


(e) The complaint about the way the Authority handled the complaint 


21. The complainant wrote to the district administrator of the Authority 
on 18 March 1977, giving a detailed account of the problems which had 
arisen in the diagnosis and treatment of her son’s partial deafness. She 
concluded by appealing on behalf of all parents whose children had speech 
defects for a full audiology test to be carried out immediately a child started 
school, saying that in her son’s case the diagnosis of deafness had only been 
made after his parents had themselves had to arrange for speech therapy 
and hearing tests. On 22 April 1977, the district administrator replied saying 
that following a thorough investigation by the district community physician 
(DCP) it had been established that there had been delays in the 
ascertainment of the boy’s deafness. He extended an unqualified apology on 
behalf of the district management team and an assurance that all steps 
necessary would be taken to ensure that the delays were not repeated in the 
case of other patients. The complainant was not satisfied with this and wrote 
on 14 July asking for more specific explanation on several points. The 
district administrator replied on 21 July saying he had discussed the 
complaint again with the DCP and had nothing further to add to his 
previous letter. He said that the DCP was willing to meet the complainant to 
discuss the matter, but she did not take up this offer and on 8 August she 
referred her complaint to me. 


22. The ADA told my officer he had drafted the reply to the complaint 
on the advice of the DCP who had investigated the matter; he considered 
that, since the district had acknowledged that the complainant’s allegations 
of delays were well-founded, it was not necessary to give her a detailed 
reply. And he did not consider that they had a duty to disclose to her what 
steps had been taken to prevent similar occurrences in future. The DCP told 
my officer that his investigation had comprised a meeting with the school 
doctor and her superior, the senior clinical medical officer for the school 
health service, at which the complaint had been considered in detail. It had 
been concluded that there had been an avoidable delay of about six months 
in the case, but it had been considered that the complainant had not taken 
into account the various waiting lists on which her son’s name had to be 
placed. The decision to give ‘an undetailed reply’ had been taken because it 
had been felt that anything else would have aggravated the situation, since 
the complainant had had ‘a confrontation’ with the school doctor at a case 
conference held in February 1977 to discuss her son. He said that another 
factor had been the possibility of the complainant taking legal action, 
although she had not given any indication that she intended to do so. He 
had taken no steps to change the procedures since he was satisfied that the 
problem had arisen as a result of a series of unfortunate coincidences and 
there was no fault in the system. He added that he had received no similar 
complaints and that the Authority had a good record in the diagnosis of 
deafness in children. 
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Findings 

23. The investigation of the complaints was undertaken by the DCP who 
discussed them with the school doctor and her superior. He considered that 
there had been an avoidable delay of six months in diagnosing and treating 
the boy’s deafness, but felt that the complainant did not understand the 
delays caused by waiting lists. An unqualified apology was extended to her 
on behalf of the district management team; no detailed explanations were 
given, it being felt by the ADA that they were not warranted because the 
delay was acknowledged and by the DCP that they would only aggravate the 
situation. But the complainant was later given an opportunity, which she did 
not take up, to discuss her complaints with the DCP. She was told that all 
necessary steps would be taken to ensure that the situation did not recur, 
but no steps were actually taken because the DCP was satisfied, from his 
investigation, that the problems had been due to a series of isolated 
incidents and did not represent any intrinsic fault in the Authority’s system 
for diagnosing and treating deafness. 


24. I consider that neither the Authority’s investigation, nor their reply to 
the complainant, was adequate. Her complaint involved not only people 
employed by the Authority, but also employees of the Council, and I 
consider this should have been made clear to her by the Authority at the 
outset, so that she would have been able to put a parallel complaint to the 
Council if she had wished. From my investigation, it is clear that the school 
doctor was not in a position to know about all aspects of the complaint and 
therefore not all the facts emerged during the investigation. The 
complainant was offered a meeting, but had she taken advantage of the offer 
I do not think the DCP would have been able from the information 
available to him to satisfy her on all the matters she had raised. When the 
decision was taken that no steps were necessary to improve the system, I 
think she should have been told this, and given reasons for it. 


Conclusions 


25. Throughout his life the complainant’s son has received the attentions 
of a large variety of people concerned with his hearing and speech problems. 
For the reasons set out in paragraphs 2 and 3, I have been able only to look 
at part of the story, but even so I have found that, between the time he 
started school in 1975 and the supply of his hearing aid in January 1977, he 
was seen by eight different health and educational advisers as follows: 


November 1975 School doctor 
February 1976 Speech therapist 
Audiometrician 
March 1976 School doctor 
July 1976 School doctor 
Speech therapist 
September 1976 Peripatetic teacher 
Educational psychologist 
November 1976 Speech therapist 
Family practitioner 
Otologist 
December 1976 Audiology clinic doctor 
January 1977 Otologist 
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It is not surprising that the complainant became confused and concerned. It 
is clear that communications between these experts were less than 
satisfactory, but it appears that some action was being taken throughout this 
period, albeit slowly. The complainant was mistaken in believing that her 
son’s case had been overlooked and that nothing would have been done 
without her intervention. 


26. My findings on those parts of the complaint which were within my 
jurisdiction are set out at the appropriate points in my report. I have not 
upheld the complaints of delay in arranging speech therapy or in obtaining a 
hearing aid after the boy’s high frequency deafness was first diagnosed. I 
have concluded that the school doctor’s decision to delay reference to the 
peripatetic teacher was taken in the exercise of her clinical judgement, but 
have noted that in making it, she did not refer to the information available 
in the school record or ask for the test to be given priority. I have criticised 
the school doctor for her failure to tell the educational psychologist of the 
complainant’s wish to attend the consultation, and for her subsequent reply 
to the complaint, which allowed the complainant to think that her request 
had not been passed on by the speech therapist. I think the complainant is 
entitled to an apology for these matters, and for the Authority’s failure to 
carry out a thorough investigation and for the lack of detailed information 
and frankness in their replies. I have found uncertainty about whose 
responsibility it was to obtain parental consent for children to be 
interviewed by educational psychologists and to send reports to the person 
who made the referral; I invite the Authority to clarify their policy on this. 


27. Over and above these specific points, however, I have found much 
cause for concern in this case, and I know that the Local Commissioner, 
whose report I have seen, shares my misgivings. The complainant’s son, who 
was known not to have received the normal hearing test at nine months old, 
and was found in November 1975 to have a severe speech defect, was not 
diagnosed partially deaf and given a hearing aid until some fourteen months 
later. The delays occurred during his first year at school and might well have 
affected his educational development. I understand the problems caused to 
health authorities by overloaded services with long waiting lists, but better 
communication and closer liaison between those involved would have 
enabled his needs to be met more speedily. I suggest that the statutory joint 
consultative committee of health and local authority members, established 
to consider matters of common concern and to ensure effective co-operation 
and liaison between the Authority and the Council, should be asked to look 
at the present arrangements in the light of this case. In particular they might 
usefully consider the advantages of having a single administrative point for 
the exchange and co-ordination of information about individual children and 
their needs. 


Case No. W.181/77—78—The way in which a mother was informed of her 
new-born child’s handicap 
Complaint and background 


1. The complainant’s wife was admitted to hospital on 26 March 1977 
and, at about 6.40 pm, gave birth to a son who had Down’s syndrome. The 
complaints are about the way in which the complainant and his wife learnt 
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of the baby’s condition and about the response of the Area Health 
Authority (the Authority) to the complainant’s representations to them. 


Investigation 


(a) The complaint about the way the parents learnt that their baby had 
Down’s syndrome 


2. The complainant told my officer that he had been with his wife in the 
delivery room and had been present during the birth. Shortly after the birth 
the sister in the delivery room had sent for the paediatric senior house 
officer (SHO). In reply to the complainant’s enquiry she had assured him 
that this was standard procedure. When the SHO arrived the complainant 
had been asked to leave the delivery room. His wife told my officer that the 
SHO had examined the baby and in answer to her questions had said that he 
was all right. Meanwhile the complainant had telephoned the grandparents 
and his friends to tell them of the birth. He had stayed at the hospital until 
about 10.15 pm. 


3. The complainant’s wife told my officer that at about this time she was 
taken from the delivery room to the post-natal ward and put to bed in a 
four-bedded cubicle and the baby was taken to the nursery. She said that she 
then overheard two members of staff talking. One said — ‘are they telling her 
tonight?’ — and the other had replied — ‘no, they are leaving it until the 
morning so that she can get a good night’s sleep’. She said that, although she 
could not be sure, she had suspected that they were talking about her and 
had become apprehensive. 


4. The next morning, she said, the baby was brought to her and, after she 
had fed him, he was put in a cot by her bed. At about 11.00 am the SHO 
and a nursing sister had visited her. After examining the baby, the SHO had 
asked if she knew what Down’s syndrome was and she said that she did. The 
SHO had then told her that her baby had it. She had asked the SHO how 
severe the condition was and the SHO had replied — ‘very, we can’t help 
him’. The SHO and the sister had then left her, muttering that they were 
sorry. The complainant’s wife told my officer that she felt frightened and 
shocked; she went to find a telephone because she wanted to ask her 
husband to come and take her home. The complainant told my officer that 
he went to the hospital as soon as he had heard from his wife and had tried 
to persuade her to stay but it was clear that she wanted to go home; a doctor 
and a social worker had attempted to persuade her to stay but without avail 
and after his wife had signed the appropriate discharge form they had both 
returned home. 


5. The complainant and his wife told my officer that they felt very 
strongly about the way in which the news about the baby’s condition had 
been broken to her when she was on her own. They said that if the SHO or 
the nursing staff had seen signs of Down’s syndrome when the baby was 
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born they should have said so straight away or, if in doubt, the staff could 
have told them that it would be better to wait until the baby had been given 
a full examination before saying he was all right. Had this been done, the 
complainant said, he would not have telephoned the grandparents and 
friends only to have to get in touch with them the next day to say that the 
baby had been born handicapped. 


6. The complainant said that either he should have been told about the 
baby first, and a decision taken on how best to break the news to his wife, or 
the baby’s condition should have been communicated to them when they 
were together. His wife added that she felt she should anyway not have been 
left on her own when she was naturally distressed after being told about her 
baby’s condition and that, at the very least, a member of staff could have 
arranged for her to telephone her husband in private. Instead, she had to go 
and find a public telephone and, because she did not have any change, 
reverse the charges. 


7. The staff midwife who had been the senior nurse in the labour ward at 
the time has left the country and could not therefore be interviewed. A 
nursing auxiliary who had been on duty at the time told my officer that she 
remembered being called to the labour ward and bathing the baby; she said 
she had not noticed any abnormality and had not been told that the baby 
had Down’s syndrome; she had only learnt this on the following day. The 
sister who had come on duty in the labour ward at 8.45 pm told my officer 
that she remembered being told that the baby had mongoloid features and 
asking a nursing auxiliary to take the complainant’s wife and her baby to the 
post-natal ward. She had given instructions that the complainant’s wife was 
not to be told of the baby’s condition that night. She could not remember 
how she had done this but she thought she had probably telephoned the 
ward. My officer was unable to identify the nursing auxiliary who 
accompanied the complainant’s wife and her baby to the post-natal ward; 
and the staff midwife who was in charge of the ward that night has left the 
country. However, all the nurses who were interviewed by my officer said 
that they had not discussed the baby and they and the senior nursing staff 
assured my officer that they were aware that they must not discuss the 
condition of babies within the hearing of the mothers. 


8. When my officer met the SHO (who had meanwhile moved to another 
hospital) she told him that she had been called to the labour ward at the 
birth of the complainant’s son because there had been some difficulty with 
the baby’s breathing immediately after delivery but when she arrived she 
found that this had been overcome. She told my officer that she was sure she 
had not told the mother that her baby was normal; she had simply said that 
his breathing was all right. As soon as she had seen the baby she had 
realised that he had Down’s syndrome and she had discussed this with the 
staff midwife at the time. She told my officer that she had asked her not to 
tell the mother that night but she was sure that the complainant’s wife could 
not have overheard this. The SHO told my officer that she knew the 
complainant had been present during the birth but she had not spoken to 
him. 
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9. The SHO said that the following day she had done a ward round with 
one of the maternity ward nurses (whose name she could not remember) 
and the complainant’s wife had asked her if the baby was all right. The SHO 
told my officer that she felt it would have been unkind to have prevaricated 
about the baby’s condition when the mother would only learn the truth 
later. She had explained Down’s syndrome to her as gently as possible, but 
she had, understandably, been very upset. She said that she was quite 
certain that she had asked the nurse with her to get the portable telephone 
for the complainant’s wife so that she could talk to her husband but she 
remembered the complainant’s wife following her out of the cubicle and 
asking if she could use a private telephone. She had offered her the use of 
the telephone at the nurses’ station but she had not accepted this offer and 
had gone to a call box somewhere else in the hospital. The SHO said that it 
had been her intention to see the complainant later that day and it was her 
usual practice in such cases to ask the staff on the ward to let her know 
when the father visited, and she would then come to the ward to talk to him. 
But the complainant’s wife had left the hospital before visiting began and 
she had not therefore met the complainant. When asked about the 
relationship between the paediatric department and _ the _ obstetric 
department, the SHO said that it was for the paediatrician to talk to the 
mother about her baby and for the obstetrician to continue to care for the 
mother until the post-natal period was over. It was therefore for her to talk 
to the mother about the child. 


10. The staff midwife who had been on duty in the post-natal ward on the 
morning of 27 March (the midwife) is now working at another hospital. She 
told my officer that she could remember nothing at all about the 
complainant’s wife or her baby. She still could not remember, even after my 
officer had pointed out to her an entry in the nursing notes in her own 
handwriting, reporting that the complainant’s wife had been seen by the 
SHO and had been distressed when told about the baby’s condition. But she 
agreed that, as the senior nurse on duty, she would have accompanied the 
doctor on the ward round. A state enrolled nurse (SEN) who had been on 
duty on the morning of 27 March told my officer that she had returned to 
the ward after her coffee break at about 10.30 am. The midwife had been 
distressed and had told her that the complainant’s wife was proposing to 
discharge herself and leave the baby in hospital. The SEN had then 
telephoned the obstetric senior house officer and a social worker and they 
had later come to the ward. Both of them confirmed to my officer that they 
had tried to persuade the complainant’s wife to stay but she had insisted on 
going home. 


11. The consultant obstetrician and gynaecologist (the consultant) in 
whose care the complainant’s wife had been told my officer that his senior 
house officer had told him on 26 March that the baby had shown signs of 
Down’s syndrome but that the SHO was not going to tell her that night. He 
considered that this was sensible because it would have given time to assess 
its severity. He had intended to see the complainant’s wife on 27 March. He 
said he would have first got in touch with the complainant and told him 
about the baby and would then have decided how best to break the news to 
the mother. But before he had done so he had heard that the SHO had 
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already broken the news and that the complainant’s wife had discharged 
herself. When he was asked about the relative responsibility of his 
department and the paediatric department in such matters, he said that it 
was a difficult area to define; the mother naturally remained in the care of 
the obstetric department for some time during the post-natal period but 
after birth the baby became the responsibility of the paediatric department. 
He said that nurses and midwives had to be reminded from time to time not 
to talk about new-born babies. 


12. I have seen the clinical and nursing notes and I have seen an entry 
made by the first staff midwife in the labour ward after the SHO had seen 
the baby. This entry reads ‘Parents not told about baby and have not asked’. 
A later undated entry by the SHO records ‘Mother has been told that her 
baby is a Mongol — Insisted on discharge . . . Ask parents to come again, to 
discuss it with them .. .’. In the nursing notes there is an entry for 27 March 
which reads ‘Seen this am by the Paediatrician and baby’s condition 
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explained to mother; Worried, weeping ...’. 


Findings 


The complaints fall into three main parts and I give my findings on them 
in turn. 


(i) The complaints about the assurance that there was nothing wrong with the 
baby and about the overheard conversation 


13. It is clear that on the evening of 26 March the SHO recognised that 
the baby had Down’s syndrome and that she took the conscious decision not 
to tell the mother then. There is a conflict of evidence as to exactly what she 
said to the complainant’s wife, but I accept that she intended to convey 
simply that the baby’s breathing difficulty had been overcome. Although I 
have been unable to discover who the participants were I believe that the 
complainant’s wife did overhear the discussion about a patient. I think that 
this discussion was indiscreet and it is regrettable that it took place in the 
complainant’s wife’s hearing. 


(ii) The way the SHO told the mother about her baby’s condition on 27 
March 


14. There is a conflict of evidence as to how the SHO told the 
complainant’s wife about her baby; the SHO said that she told her as gently 
as possible but the complainant’s wife’s account of the conversation presents 
a different picture. The midwife on duty, who, I believe, must have 
witnessed this conversation said that she could not remember anything 
about it. All the other nurses interviewed by my officer did remember the 
complainant’s wife, however, and I find it hard to believe that the midwife 
can recall nothing about what must have been a very disturbing series of 
events. I recognise the very real difficulty faced by hospital staff when it is 
necessary to convey such distressing news and equally I have the greatest 
sympathy with the recipients. I am unable to say with certainty what took 
place but it is not disputed that the complainant’s wife was left alone while 
very distressed at a time when she was in particular need of help and 
comfort. 
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(11) No attempt was made to inform the complainant of the baby’s condition 
and no offer was made to his wife of telephone facilities so that she could 
tell him 


15. The SHO has said that she was aware that the complainant was in the 
hospital when the baby was born; presumably it would have been better for 
him to be told before his wife was informed. It is a great pity that, in the 
event, the news was not conveyed to them in the way the consultant had 
intended, to which I refer in paragraph 11. There is a conflict of evidence 
about whether or not the complainant’s wife was offered the use of a 
telephone in order to speak to her husband but I find it hard to believe that 
she would have gone to find a public telephone if she had already been 
offered the use of one on the ward or in the ward office. 


(b) The complaint about the Authority’s response to the complainant 


16. The complainant wrote to the hospital administrator on 10 May 
1977; his letter included the specific complaints about the assurances he and 
his wife had received at the delivery, the overheard conversation, his wife’s 
interview with the SHO on 27 March and the failure to provide a telephone 
for his wife; he also asked specifically why he had not been told first about 
the baby’s condition. After two interim replies had been sent, the assistant 
sector administrator sent a substantive reply on 15 July. The complainant 
told my officer that he was concerned about the delay in replying and about 
the content of this letter. 


17. From the Authority’s files I have seen that on receipt of the 
complainant’s letter of 10 May the assistant sector administrator sought the 
comments of medical and nursing staff and it is clear that available members 
of the nursing staff who had been involved in the complaint were questioned 
by senior nursing officers. In her report the midwifery nursing officer who 
made the enquiries pointed out that the midwife who had accompanied the 
SHO on her ward round on 27 March had left the employment of the 
hospital on 31 March and was not available for comment. The last 
comments received were those of the SHO which, after a reminder, reached 
the assistant sector administrator on 11 July. 


Findings 

18. In view of the number of witnesses interviewed I do not criticise the 
hospital for delay in replying, but I have seen a copy of the letter which was 
sent to the complainant and I agree with him that it is unsatisfactory. It is 
incomplete in that it does not answer either the complainant’s specific 
question why the SHO did not see him first or his complaint about the 
denial of telephone facilities. As to the interview between the complainant’s 
wife and the SHO on 27 March, the letter contains a passage which reads 
‘The paediatrician left your wife feeling that she had received full 
information, and indeed this impression was confirmed as your wife 
indicated that she had no further questions’. In view of the evidence, 
produced during my enquiries, of the complainant’s wife’s distressed state I 
consider this statement to be insensitive. And although there is an 
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expression of sympathy at the end of the letter, there is no expression of 
regret lest any actions of the hospital should have exacerbated the distress of 
the complainant and his wife. All in all, I consider the reply incomplete and 
tactless. 


General Conclusions 


19. I believe that there were shortcomings in the way the complainant’s 
wife was told about her baby’s condition and in the fact that the complainant 
was not told at all. There seems to be some doubt about whether the 
obstetrician or the paediatrician should tell the parents in such a case and I 
think this could usefully be clarified. The complainant and his wife have my 
sympathy for I am in no doubt that they suffered distress which could have 
been avoided had communications not been handled so clumsily. The 
Authority have told me that they will be writing to apologise both for this 
and for the reply they sent to the complainant. 


Case No. W.217/77—78—Discharge arrangements for a_ fifteen-year-old 
patient away from home 


Complaint and background 


1. On 10 July 1977 the complainant’s son, aged 15, suddenly lost the use 
of his legs whilst travelling through London on his way abroad. He was 
taken by ambulance to the accident and emergency department (the A and 
E department) of a hospital and arrived there at about 3.30 pm. The 
complainant and his wife, at home about a hundred and twenty miles away, 
understood from telephone conversations with the hospital that their son 
was to stay in overnight and continue his journey the next day: his travel 
plans were altered accordingly but at about 6.45 pm the complainant was 
told that his son could not stay in hospital that night and was asked to collect 
him. He did so arriving at the hospital at about 10.40 pm. But he was unable 
to find accommodation for the night and they had to spend the night in his 
car. 


2. The complainant contends that: 
(a) the hospital’s decision to discharge his son at 6.45 pm_ was 
unreasonable bearing in mind his distance from home; and 


(b) the reply he received from the Area Health Authority (the 
Authority) in response to his complaint was unsatisfactory. 


Investigation 


The complaint about the decision to discharge the complainant's son 


3. The complainant told my officer that at about 3.45 pm his wife had 
spoken to a sister and a doctor at the hospital on the telephone. The doctor 
had said that the son would probably be unable to continue his journey that 
evening and asked her to telephone back in an hour. When the complainant 
did so he was told by the doctor that the son would be kept in overnight but 
that he would be able to continue his journey the following day. On the 
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strength of this the complainant booked a flight for his son the following 
day. When he called the hospital at about 6.30 pm to explain the new 
arrangements he was again told, this time by a sister, that the problem had 
not properly cleared up yet and that his son would be kept in overnight. 


4. Fifteen minutes later the complainant received a telephone call from a 
different sister to say that his son was being discharged. The complainant 
asked if his son could not be kept in overnight but was told that he would 
have to be collected as beds were needed for patients who were very ill. The 
complainant stressed that this was not said in any unpleasant way but was 
quite unequivocal. When he had told the sister that it would take at least 
three hours to get to the hospital she had said that his son would not be 
discharged until he arrived. The complainant arrived at the hospital at about 
10.40 pm. When he expressed surprise at his son’s condition and asked if he 
really was fit enough to be discharged, the doctor had told him that he could 
continue his journey but he should not participate in active sports for 48 
hours and had supplied him with a note for travel insurance purposes. The 
complainant left with his son at about 11.00 pm: and spent the next hour 
trying to find accommodation without success and they spent an 
uncomfortable night in his car. His son’s condition the following morning 
was such that the complainant cancelled his flight booking and took him 
home where he was seen by his family practitioner and admitted for 
investigation to a local hospital. He was discharged 10 days later. 


5. The doctor who had seen the complainant’s son at the London 
hospital, where he was acting as the locum casualty officer at the time, told 
my officer that he remembered the patient arriving at the hospital with a 
pain in his legs. He recalled examining him and prescribing treatment after 
consultation with a duty medical registrar. The patient had been kept under 
observation in the accident department until the evening when the doctor 
had decided that he was medically fit for discharge. He had asked the nurses 
to arrange this; so far as he could recall the question of keeping the patient 
overnight on social grounds had not been raised. He did not remember what 
he had said in his telephone conversations with the parents with regard to 
the possibility of their son being admitted or if any difficulty was raised at 
the time of his discharge, although he did remember writing a note for the 
travel firm explaining why the patient had been unable to travel abroad as 
originally planned. 


6. In her written comments and when she spoke to my officers the staff 
nurse who was on duty at the time the complainant’s son was brought to the 
A and E department said that she recalled him and his visit to the hospital 
although she was no longer certain of the detailed sequence of events. She 
said she had telephoned the complainant shortly after his son had been 
examined to let him know where he was and what was the matter with him. 
She had mentioned the possibility of him staying in the hospital overnight if 
his condition did not improve. The complainant had said that he could 
arrange for his son to fly out the next day and would drive down to collect 
him the next morning. This was the only telephone conversation she had had 
with the complainant and she had not spoken to his wife. 
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7. The sister who was in charge of the A and E department during the 
afternoon and evening of 10 July (the day sister), also remembered the 
complainant’s son and the circumstances of his treatment. She was certain 
that at no time was a firm decision taken to admit him but this could have 
been mentioned to his parents as a possibility. The day sister said that it was 
she who had telephoned the complainant to tell him of the medical decision 
that they would not be keeping his son overnight. She could not recall the 
complainant raising any objection to this except to say that it would take 
him 2 hours to drive down to London. The day sister had expected him to 
reach the hospital at about 10.00 pm, and in view of the number of hotels in 
the vicinity of the hospital did not consider at the time that he would have 
had any difficulty in finding accommodation for his son and himself. In 
giving the nursing report to the night staff at 9.00 pm she had given an 
account of the patient’s medical history and had explained that his father 
was on his way to collect him. She assured my officer that had the 
complainant been unable to collect his son it would have been possible to 
find a bed for him for the night. (The bed state for that night, which I have 
seen, confirms that this was so.) And similarly both the complainant and his 
son could have been lodged at the hospital had they returned there upon 
failing to find hotel accommodation. The Authority confirmed to me later 
that it would have been possible for them to have been lodged in the 
hospital had the difficulties been understood at the time. 


8. Because of the conflict of evidence I cannot establish with certainty 
what was said in the series of telephone conversations between the hospital 
and the complainant and his wife in the afternoon and evening of 10 July. 
But there is no doubt these led the complainant to believe that his son was 
to be kept in overnight and it was on the strength of this belief that he made 
alternative travel plans for him. I can understand his confusion therefore 
when he was told subsequently that his son was to be discharged. On the 
evidence I have no doubt that the decision was taken in the exercise of 
clinical judgement and I do not comment on that aspect. But I think it is 
regrettable that father and son spent the night in a car. Clearly the 
Authority would have been prepared to put them both up overnight in the 
hospital had the difficulties been understood. 


The way the Authority dealt with the complaint 


9. The complainant first put his complaint to the Authority on 26 July. I 
have seen that on receipt of his letters they sought the comments of the 
resident medical officer (the senior registrar responsible for the day to day 
running of the A and E department) and of the nursing staff who had been 
involved with his son’s care. A full reply was sent to the complainant on 
22 August in which his son’s condition and medical treatment were 
discussed and ‘any confusion which arose’ attributed to lack of 
communication. The telephone call to the complainant confirming the 
arrangements for his son’s discharge was said to have been made after 8.30 
pm. He was offered an apology for the apparent lack of concern about his 
-son’s condition and invited to write to me if dissatisfied. Shortly after I 
began my investigation, the district administrator re-examined the complaint 
and wrote to the complainant apologising that he had not been treated ‘with 
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a little more imagination’. He explained that the complainant’s son, and the 
complainant (if necessary) could have been accommodated overnight had 
their difficulties been recognised and said that there had been lack of 
communication between the day and night staff. 


10. I have seen that the Authority acted promptly in seeking information 
from the medical and nursing staff in the A and E department. As the 
complainant’s letter did not say that he had spoken to a doctor on two 
occasions, as he told my officer, it seems that the doctor was not specifically 
asked about these telephone calls and the comments from the medical staff 
were restricted to clinical matters. In the circumstances I do not criticise the 
Authority for this but it would have been helpful to obtain the doctor’s 
recollection of what he had said to the complainant when the incidents were 
fresh in his mind. In their reply the Authority were wrong to attribute the 
last telephone conversation with the complainant to having taken place after 
8.30 pm. The first letter also mentions communication difficulties but does 
not define them: in the second letter the communication failure was said to 
have been between the day and night staff and suggested rightly in my 
opinion that the cause of the problem was most likely the failure of the day 
sister to appreciate the distance involved in the complainant’s journey to 
London and the difficulty of obtaining accommodation late at night in the 
middle of summer. 


11. In my view the Authority’s replies to the complainant show that their 
investigation was not entirely adequate but I note that they have apologised 
to him. They have asked me to reiterate this apology on their behalf and to 
extend it to cover the shortcomings demonstrated in my report. 


Case No. W.224/77—78—Rudeness of doctors and lack of communication 


Complaint and background 


1. The complainant attended hospital A as an out-patient on a number of 
occasions between August 1976 and February 1977. On 15 February 1977 
he saw the consultant in rheumatology (the consultant) who told him that it 
was proposed to admit him to hospital B for bed rest. He was a patient at 
that hospital from 18 February to 14 March 1977. He later complained to 
the hospital secretary at hospital A that: 


(a) on one occasion the consultant had been rude to him on the ward 
after he had complained of a pain, and again at an out-patient clinic 
at hospital A; 

(6b) ward nursing staff were unaware that a doctor had decided to 
discharge him, and he was not asked how he was going to travel 
home; 


(c) he had not been supplied with drugs on discharge. 


2. The complainant wrote to me on 30 September to complain about 
these matters and about the delay between his first letter to the hospital 
secretary of 24 June and the substantive reply of 3 August. He also claimed 
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the reply not only failed to answer his complaints satisfactorily but that it 
inaccurately stated that he had been examined by the consultant on 
26 August 1976. I therefore decided to undertake an investigation. 


(a) The complaint that the consultant was rude on two occasions 


3. The complainant did not tel! the hospital secretary the date of the 
alleged incident on the ward but he told my officer that it was on 28 
February. He said he had complained to the ward sister about a pain in his 
arms and shoulders and she had told him she would inform the consultant 
on her ward round that day. He said that the consultant, on being told, had 
said to him ‘forget it, it will go away’ in a most rude way. Later, at an out- 
patient clinic at hospital A on 14 April, he had complained about a pain in 
his chest and he said she had repeated the same phrase. And when he had 
said he had a lump on his back she had examined him and said ‘forget it’. 


4. When interviewed by my officer the consultant emphatically denied 
making the remarks. She referred to the comments which she had made in a 
letter dated 12 July to the hospital secretary at hospital A, who had asked 
for her observations on the complaint. In this letter, a copy of which I have 
seen, she described the words attributed to her as ‘a stupid phrase’ which 
she said she had never used at any time. She said she regarded the 
complainant’s statement as libellous and defamatory, and that she took great 
exception to it. She told the hospital secretary that a staff nurse who was 
regularly in attendance at her out-patient clinics would have been a witness 
at the consultation. She also told him that the complainant had been under 
her care since August 1976 and had given no indication until his final out- 
patient attendance on 23 June that he was dissatisfied with his treatment in 
any way. She thought that the complaint arose because she had told him at 
this out-patient consultation that he was fit to resume work. I have examined 
the clinical notes which she made at the time, which indicate that the 
complainant was not receptive to her opinion. She also noted that his 
manner on this occasion was very aggressive. 


5. My officer spoke to the staff nurse, who remembered the clinic in 
question. She said she had been present throughout the complainant’s 
attendance and that the consultant had definitely not made the alleged 
remarks, nor had she been rude in any way. The staff nurse added that when 
patients became aggressive, as they sometimes did, it was the consultant’s 
tendency to ‘retreat and clam up’; and that within her own experience, the 
consultant had never been rude to any patient. My officer also interviewed 
the nurses who had been on duty on the ward on 28 February when the 
patient complained of a pain. The ward sister remembered the complainant 
as being a normal, uncomplaining patient and she recollected the 
conversation with him, although she could not be certain now of the date. 
She said that either she or the registrar would have passed on the complaint 
to the consultant on her ward round. She said she had no recollection of any 
rudeness on the part of the consultant who, she said, was a most 
understanding doctor who would never talk like that. None of the other 
nurses who were interviewed could remember an incident of this nature and 
they told my officer spontaneously of the high regard in which the consultant 
was held by patients. 
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Findings 

6. In his letter of 3 August to the complainant, the hospital secretary said 
he had discussed the complaint with the consultant and that she denied using 
the words attributed to her. In my investigation I have found no 
corroborative evidence to support the allegation that the consultant was 
rude on either occasion. There is, however, contemporary documentary 
evidence in the clinical notes which suggests that the complainant’s own 
attitude was aggressive on 23 June, the day before he wrote to the hospital 
secretary to complain of the consultant’s alleged behaviour towards him. I 
do not think the consultant was rude and I do not uphold this complaint. 


(b) The complaint about discharge and transport arrangements 


7. The complainant told my officer that on the morning of 14 March the 
registrar had examined him and then told him he could get out of bed. He 
said that two hours later he had told him he could go home, but when the 
complainant told a nurse in the ward office that he had been discharged (he 
described her as a staff nurse in his letter to the hospital secretary) she told 
him he was mistaken. He said that another doctor, who was present in the 
office, confirmed that he had been discharged. The complainant told my 
officer that his wife had been away from home that day and that he could 
not get in touch with her. He had therefore telephoned his daughter who 
had said she would collect him by car at 4.30 pm when she finished work. 
The complainant said he felt that the consultant should have found out if he 
needed transport home. He said that the registrar had not mentioned 
transport when deciding to discharge him. He also told my officer that he 
had not informed the registrar or anyone else that he would like transport 
home but that the staff must have known he needed it from the fact that he 
had telephoned his daughter. 


8. The registrar, who is now working at another hospital, was seen by my 
officer. He remembered examining the complainant at about 11.00 am on 
the ward round on 14 March and telling him he could go home: he did not 
remember any conversation with the complainant later that day. He told my 
officer that patients are always given time to prepare themselves for 
discharge. He had seen the complainant on the previous Friday (11 March) 
and said that if he had not told him then that he was to be discharged on the 
following Monday, he would have made it clear that his discharge was near. 
The registrar explained to my officer that arrangements for ordering 
ambulance transport for patients were the responsibility of the nursing staff. 


9. The ward sister, who was not on duty on 14 March, confirmed that 
making arrangements for transport were a nursing responsibility. An 
enrolled nurse who was acting for the ward sister that day referred to a 
statement she had prepared on 14 December, of which I have seen a copy. 
In it she said she remembered the registrar telling the patient he could get 
out of bed and start moving. At the end of the ward round the complainant 
had come to the day room door and had asked the registrar in her presence 
if he could go home. He had told him he could. She said she had then asked 
the complainant how he would get home and he had said he would 
telephone his wife. She could not remember what happened next, but she 
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told my officer that if no one had been able to collect the complainant an 
ambulance would have been arranged; this might have meant he would have 
had to remain in hospital until the following day. 


10. The hospital secretary explained to the complainant in his reply of 
3 August that transport arrangements were made by the ward sister. He said 
that the hospital secretary at hospital B would be discussing with staff there 
the possibility that there might have been a delay in informing ward staff of 
the decision to discharge him. In a further letter dated 31 August he said 
that the nurses were normally informed on ward rounds at the time the 
medical staff made the decision to discharge a patient. He regretted that he 
had been unable to find out exactly what had happened on this occasion and 
he invited the complainant to write to the hospital secretary at hospital B if 
he wished to take the matter further. The complainant replied on 14 
September, challenging aspects of this reply, questioning why he had been 
asked to write to hospital B, and calling the secretary’s competence into 
question. The hospital secretary, acknowledging the complainant’s letter on 
26 September, said he was sorry the complainant was still unhappy about 
the matters he had raised about his treatment; he said he had referred the 
letter to his superior, an assistant district administrator (ADA), who would 
write to the complainant in due course. The ADA did so on 20 October; 
with regard to transport arrangements, he said it appeared from the 
complainant’s account of what had occurred that there had been a lack of 
communication, for which he expressed the Authority’s apologies. 


11. The hospital secretary at hospital A told my officer that he had asked 
the complainant to contact hospital B direct as he felt that the complaint at 
that stage was solely a matter for that hospital. The ADA had subsequently 
written to him to point out that when complaints were received which 
included points relating to another hospital and it was not possible to get a 
quick answer from that hospital’s secretary, then that aspect of the 
complaint should be passed to the secretary concerned, who should be asked 
to reply direct to the complainant. I have seen a copy of this memorandum 
from the ADA. 


12. The hospital secretary at hospital B told my officer that as soon as she 
had received a copy of the complaint from the hospital secretary at hospital 
A, she had asked the senior nursing officer at hospital B (SNO) to obtain 
statements from appropriate staff. When interviewed by my officer, the SNO 
said her interpretation of the complainant’s first letter had been that it was 
solely concerned with medical staff. She said that she could now see that one 
aspect of it concerned the nursing staff's involvement with transport when 
the complainant was to be discharged. She said she had probably told her 
nursing officers about the complaint and stated that the staff nurse 
mentioned by the complainant was in fact the enrolled nurse, who, as the 
most senior nurse under the sister on that ward was frequently called ‘staff 
nurse’ by patients. 


13. A nursing officer at hospital B remembered that when she was 
deputising for the SNO one day, the hospital secretary had told her about 
the complaints and that she had subsequently told the enrolled nurse, on the 
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latter’s return from three weeks’ leave, that she would be asked to write a 
statement. In this statement (dated 10 August), a copy of which I have seen, 
the enrolled nurse simply said she could not recall anything concerning the 
complaint against the consultant (my enquiries have shown that she was not 
on duty on 28 February); because she had not been asked about them, she 
said nothing of her recollection of the events of 14 March. 


14. The hospital’s file shows that this first statement by the enrolled nurse 
was sent to the hospital secretary at hospital A on 12 August. The file also 
shows that her second statement of 14 December (paragraph 10) was not 
requested and prepared until after my own enquiries had started. 


Findings 

15. I cannot reconcile the complainant’s version of events on 14 March 
with the testimonies of the enrolled nurse or the registrar. The complainant 
has however admitted that after telephoning his daughter he made no 
approach to ward staff to point out the difficulty he was experiencing in 
travelling home. In these circumstances I do not consider any criticism of the 
staff to be justified. 


16. The complainant was correctly informed that making arrangements 
for transport was a nursing responsibility. I do however criticise both 
hospital secretaries and the SNO for the handling of this aspect of the 
complaint. Although the enrolled nurse who was a key witness to events on 
the day of discharge was away for three weeks during the local investigation, 
there was a period before her leave when she would have been available. 
When she did return from leave, because of a misunderstanding of the 
complaint by the SNO she was not asked about events on 14 March but only 
about the alleged remarks by the consultant. She was not asked about them 
until much later, after my own enquiries had started. If she had been asked 
earlier for a statement of events occurring on that day, then a more 
complete reply could have been sent to the complainant sooner. 


(c) The complaint that drugs were not supplied on discharge 


17. The complainant told my officer that he had asked a nurse on the 
ward if he was to be given a supply of drugs: the drug round was in progress 
at the time. He said she had explained that drugs were supplied from 
hospital A and were for in-patients only. He had therefore left without any. 
The complainant did not raise this aspect of his complaint until his third 
letter to the hospital secretary at hospital A on 14 September. In this letter 
he wrote: 


‘... will you not agree it was up to (the consultant) to make sure I had a 


supply of drugs — since when has it been permissible for junior staff to 
hand out drugs?’ 


18. The ADA who wrote to the complainant on 20 October said, in part 
of his letter: 

‘As far as a supply of drugs is concerned, the procedure is for the 

medical staff to prescribe the drugs for patients, the pharmacy then 
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make up the prescriptions and the drugs are handed over to the patients 
by trained nursing staff. Usually, about two weeks’ supply of drugs are 
given to patients on discharge from hospital.’ 


19. The complainant’s drug sheet, a copy of which I have seen, includes a 
special panel in which drugs to be taken home are recorded. The names of 
three drugs have been entered on the complainant’s sheet but have been 
crossed out. My officer interviewed the house officer who made these 
entries. He could not remember at what time of day on 14 March he had 
written up the drugs, nor could he account for the fact that they had been 
deleted. He explained that after completing the sheet he would have passed 
it to a nurse. When interviewed, none of the nurses who were on duty at the 
time could remember what had happened in this case, nor could they recall 
any conversation with the complainant about drugs. 


20. The enrolled nurse explained to my officer that when drugs were to 
be taken home by patients, a doctor would write the prescription on a drugs 
card which was then taken to the pharmacy at hospital A, where the 
prescription was made up. Drugs to take home would be received on the 
ward in time to be given out at the 5.00 pm ward round but if necessary 
could be collected urgently from hospital A. In her statement of 14 
December to the Authority, this nurse surmised that the complainant must 
have left the ward before the drugs were sent for, as they were not 
dispensed. 


21. The ADA told my officer that it had seemed to him that the 
complainant was only questioning the system whereby nurses gave out 
drugs; he had therefore replied accordingly. He had not realised that the 
complainant was complaining that he had not been given any drugs. 


Findings 


22. It is clear that drugs were prescribed for the complainant for him to 
take home but were not given to him. I have been unable to establish the 
reason for this but I regard the omission as a matter of some concern. It was 
unfortunate that the complainant’s letter was misinterpreted by the ADA 
but in fairness to him I do not think he put his complaint as clearly as he 
might have done. 


(d) The complaint about the delay and the inaccurate reply 


23. I now turn to events leading up to the reply on 3 August from the 
hospital secretary at hospital A. My examination of the correspondence has 
established the following sequence of events. After receipt of the 
complainant’s letter of 24 June, complaining about the consultant and the 
circumstances of his discharge, the hospital secretary replied on 28 June to 
say he was looking into the matter and would write again as soon as 
possible. He wrote to the consultant for her comments on 28 June 
(paragraph 4) and to the secretary at hospital B on 19 July (paragraph 12) 
to follow up a telephone conversation he had had with her about the 
complaint. After receiving the consultant’s comments he wrote again to the 
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complainant on 29 July to say that he was still waiting for information from 
hospital B and he hoped to reply within the following week. On 3 August he 
wrote to the complainant to say he had been unable to complete his 
enquiries because some of the staff concerned were still on leave and he 
would write again as soon as possible (paragraph 10). But he was, he said, 
able to comment on some points and after passing on the consultant’s denial 
that she had been rude he went on to say: 


‘|The consultant] also states she has examined you on several occasions 
and that a detailed and complete examination was carried out by herself 
on your first Out-patient attendance and again on your admission both 
by the House Officer and the Registrar’. 


24. The complainant replied to the hospital secretary on 8 August to say 
that the consultant had not seen him on his first out-patient appointment (he 
also gave more information regarding events on the day he was discharged). 
The hospital secretary acknowledged in his letter of 31 August that his 
statement concerning the consultant had been incorrect and he apologised 
for the error. When interviewed by my officer he explained that he had 
misunderstood part of the consultant’s letter to him. I examined this letter 
and am satisfied that he misinterpreted it and that the consultant did not say 
she had examined the complainant when he first attended as an out-patient. 
The consultant told my officer she would have liked to have had an 
opportunity of seeing the secretary’s proposed reply before it was sent. 


Findings 

25. I can understand the complainant’s concern that only part of his first 
letter had been answered by 3 August and I uphold his complaint that there 
was an undue delay before he received this reply. I have already criticised 
the way the complaint about events on 14 March was handled, and I think 
this contributed to the delay. Had the consultant seen the letter of 3 August 
before it was sent, she could have corrected the erroneous statement that 
she had examined the complainant on his first attendance as an out-patient. 


Conclusions 


26. I have found no evidence to corroborate the complaint that the 
consultant was rude and I do not think she was. And although I cannot 
reconcile the complainant’s version of his conversation on 14 March with 
the enrolled nurse’s own testimony I have found no reason to criticise her or 
any other hospital staff for not being aware of his transport problems as he 
made no effort to mention them. I have been unable to ascertain why the 
complainant was not given the drugs intended for him and the Authority 
have told me they are willing to apologise to him for this failure. I have 
criticised the way aspects of his complaint were handled and the Authority 
have undertaken to apologise for this also. 
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Case No. W.231/77—78—Loss of dentures 


Complaint and background 


1. The complainant’s 79-year-old father was admitted to hospital on 18 
April 1977 where he underwent an abdominal operation on the evening of 
the same day. The complainant states that shortly after the operation his 
father’s dentures were lost and despite a search by the ward staff could not 
be found. He also states that although his father was advised by the ward 
sister and the surgeon that the hospital would meet the cost of replacement 
dentures, the local Health District of the Area Health Authority (the 
Authority) denied responsibility for the loss and refused to make payment. 


Investigation 


The complaint about the loss of the dentures 


2. When I started my investigation, the Authority told me that the matter 
had been thoroughly investigated at ward level, extensive searches having 
been made, without success, in an effort to trace the missing dentures. I was 
told that because the nursing staff stated they could not recall cleaning or 
fitting them for the patient it had been assumed that they had either been 
taken home by his wife or had never been brought into hospital. In view of 
these circumstances, the district administrator was not prepared to accept 
responsibility for the claim. 


3. The complainant told my officer that his father’s dentures were missed 
two or three days after the operation. He was certain that his father had his 
dentures with him in hospital as he recalled seeing him wearing them during 
times of visiting and on occasion had seen him taking them out again as his 
visitors were leaving. He said his father’s mouth had been sore after the 
operation but because his mother did not like to see her husband without 
teeth, his father always made sure that he wore them during visiting times. 
The discomfort of his dentures was often discussed with him by his visitors. 
He said that when the loss was discovered it was reported by the patient to 
the staff on the ward but a diligent search by members of the staff failed to 
locate the dentures. 


4. The complainant said that his father was told by the ward sister and 
the surgeon that the hospital would meet the cost of replacement dentures. 
Consequently, after he was discharged, his father approached his dentist to 
obtain new dentures urgently as he was to attend his grandson’s wedding in 
the near future. To obtain a new set in time he had to have them made 
privately at a cost of £45. The receipt for the account was sent to the 
hospital on 9 June and on 29 June the hospital replied saying that payment 
could not be made. 


5. The complainant then wrote to the district administrator, who replied 
on 25 July stating that no member of the nursing staff could recall seeing the 
patient’s dentures or cleaning them. He said that while he appreciated the 
_ distress caused to the complainant’s father, the staff had made every effort 
to try and find the dentures but that any loss at that time could not be 
accepted as the responsibility of the Authority; it was for patients to look 
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after their own property. A further letter was sent to the district 
administrator on 30 August, to which the administrator replied on 6 
September regretting that he had no further comments to make. 


6. The complainant’s father told my officer that he took his own denture 
container into hospital with him and after a few days the lid was lost. He 
said that a member of the domestic staff gave him a temporary lid but that 
on his last day in hospital the container’s own lid was found to be in his 
locker. He stated that his dentures were lost on the Tuesday before his 
discharge from hospital. He reported the matter that day but they were 
never found. 


7. The consultant surgeon (the surgeon) who operated on_ the 
complainant’s father told my officer that he had been admitted to hospital as 
an emergency on 18 April 1977. The surgeon recalled that the patient had 
been confused for several days after the operation and that he had seemed 
to realise on 26 April (the Tuesday before his discharge) that his dentures. 
were missing. The surgeon said he could not recall promising that the 
hospital would pay for replacement dentures. 


8. My officer interviewed nurses who had been on duty in the ward 
during the complainant’s father’s stay, most of whom had heard of the loss 
of the dentures. None of them could remember having seen _ the 
complainant’s father with dentures at any time. In statements given to the 
sector administrator in June 1977 the sister who was in charge of the ward 
and a staff nurse each said that the complainant’s father had been ill and 
confused for a few days after his operation. In the sister’s statement she said 
that he was starting to take a soft diet; she said he had reported the loss of 
his dentures to her on 26 April. However, in an interview with my officer 
she said she thought she may. have learned of the loss on 23 April when she 
returned to duty after being off duty on 21 and 22 April. In the nursing 
notes the earliest reference to the loss is dated 26 April. She told my officer 
that she thought other members of staff had known of the loss two or three 
days after the operation. A thorough search of the ward was made on 23 
April. 


9. The sister told my officer that when he was admitted to hospital the 
complainant’s father had been vomiting and it was thought unlikely that he 
would be wearing his dentures then. She said that when she had spoken to 
the patient about the loss he had commented that his wife might have taken 
them home but it was later established that she had not. A thorough search 
of the ward had been carried out without success. The sister told my officer 
that she could not recall saying that the hospital would pay for replacement 
dentures, but she had enquired of the hospital dental department whether 
they would provide new dentures but was told this could not be done. When 
interviewed by my officer, a student nurse said she remembered that the 
sister had suggested that the hospital might be able to supply dentures. 


10. Other members of the nursing staff told my officer that a patient’s 
dentures, when not being worn, were usually placed in a denture container 
labelled with his name. One student nurse recalled that at about this time a 
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patient (who she thought was the complainant’s father) had reported his 
dentures missing. She said that while carrying out the task of oral hygiene 
one day soon after he had had his operation she had asked the patient about 
his dentures because a denture container on his locker was empty. She 
learned that the dentures were missing and reported the matter to the nurse 
in charge. The student nurse thought that she had been responsible for oral 
hygiene on 21, 23 or 24 April and said that the day in question could be 
identified from details in the ward work book. Unfortunately, however, my 
enquiries showed that this book could not now be found. This nurse told my 
officer that no approach had been made to her about the lost dentures at the 
time the Authority investigated the complaint. 


11. The staff nurse who had given a statement to the Authority told my 
officer that the loss had been known to the staff two or three days after the 
operation. When reminded that in her statement she had said it was 
reported on 26 April, she said she was not now sure of the time of the loss; 
but she recalled asking other nurses and that a search of the ward was made. 


Conclusions 


12. The Authority have denied responsibility for the cost of replacement 
dentures because they considered there was insufficient evidence that the 
dentures were lost in the hospital and because it was said that patients had a 
responsibility to look after their own property. However, I see no reason to 
doubt the evidence of the complainant and his father that he had his 
dentures while in hospital. It seems likely that they were not noticed by the 
nurses because the patient rarely wore them due to the discomfort they were 
causing; there 1s also the evidence of the student nurse who remembers an 
empty denture container being on the locker during the week after the 
operation. It seems unlikely that it would have been there had the 
complainant’s father not had his dentures with him in hospital. There is 
some uncertainty about the date when the dentures were actually lost. The 
date when the loss was reported is recorded as 26 April but it seems they 
may well have been missing earlier. I cannot say for certain what the patient 
was told by the surgeon and the sister but I think he was told by the sister 
that the hospital dental department might be able to help, and it is possible 
that he understood this to be a promise of free replacement. 


13. The booklet issued by the Health District advises hospital patients 
about personal property and valuables but no advice is given about items 
such as dentures. There is evidence that the complainant’s father was 
confused for some days following his operation and according to his son he 
did not wear his dentures all the time. I recognise that it is difficult for 
nursing staff in a busy surgical ward to be aware of matters not immediately 
connected with a patient’s treatment. But I take the view that where the 
patient is elderly, quite ill and confused, as in this case, the hospital should 
accept some degree of responsibility. I cannot understand how the view can 
have been reached that the complainant’s father should have accepted 
responsibility for looking after his dentures at a time when he was evidently 
incapable of doing so. 
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14. I think the Authority’s own investigations could have been more 
thorough since my investigation has produced information which I consider 
throws a different light on the circumstances in which the complainant’s 
father lost his teeth. I therefore invited the Authority to reconsider their 
discretionary decision not to admit the claim for reimbursement of the cost 
of the new dentures. They did so and I am pleased to say they decided to 
reimburse the complainant’s father in full. 


Case No. W.243/77~78—Failure to give a woman information about her 
husband who later died from a drug overdose 


Complaint and background 


1. During the early evening of 19 April 1977 the complainant’s husband 
was taken to the accident and emergency department of wing A of a 
hospital. After initial treatment he was transferred to wing B and he died 
there at 6.15 pm the following day. 


2. The complainant contends that she was not told that her husband 
might not recover from the overdose and that she was not called to the 
hospital in time to be with him when he died. 


Investigation 


3. The complainant told my officer that before her husband left wing A 
she was told that a doctor would be available to see her and her son at wing 
B. She said that she and her son went with her husband in the ambulance to 
wing B where they say they arrived at about 8.00 pm. When her husband 
was settled into bed they waited in the corridor outside the ward to see the 
doctor. After about ten minutes or so a doctor arrived and told them that he 
knew that he had to discuss her husband’s condition with them; he said he 
could not speak to them then but could do so in about two hours. The 
complainant said that she and her son could not wait and shortly afterwards 
at about 10.00 pm they left the hospital. 


4. The complainant told my officer that on the following afternoon she 
was unable to go to the hospital to visit her husband but her son had gone to 
see him and he was not given any information about his father’s condition. 
At about 7.00 pm that evening when she was getting ready to leave for the 
hospital a police officer arrived at her home to tell her that her husband had 
died. She said that she had not been warned that her husband might not 
recover from the overdose and that she did not believe that there had been 
insufficient time to call her to the hospital in order to be with him when he 
died. 


5. The clinical notes record that at 7.10 pm when the complainant’s 
husband arrived at the accident and emergency department of wing A some 
12 hours had elapsed since, he claimed, he had taken 40 to 50 tablets of 
Safapryn — Co (largely aspirin and paracetamol) and a gastric lavage and 
urgent blood tests were ordered. The doctor who examined him after he was 
transferred to wing B recorded that it was too late to administer an antidote 
and ordered that he should be kept under close observation. I understand 
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that the antidotes to paracetamol poisoning must be administered within ten 
hours of its ingestion. 


6. The house officer to whom the complainant spoke on the evening of 19 
April told my officer that, at the time, he had not had a chance to examine 
her husband and he was thus not in a position to give her any information 
about his condition or prognosis. It was true that it would have been about 
two hours before he would have been able to give the complainant any 
information. Had she waited, he would have told her that her husband was 
very seriously ill, but he would not have said that he was dying. 


7. The night sister told my officer that when the complainant’s husband 
was admitted to the ward she had been taking over from the day nursing 
staff and she had not herself seen the complainant. She said that, if she had 
seen her, she would have asked her to telephone the hospital the following 
morning for information about her husband’s condition. She went on to say 
that at about 7.00 am the following morning she was called to the ward to 
see the complainant’s husband, who appeared flushed and breathless, but his 
condition improved after he had been given some oxygen. She had decided 
to call a doctor to see him but she thought it wise to obtain medical advice 
before getting in touch with the relatives and the doctor had not arrived to 
examine him before she went off duty. 


8. The state enrolled nurse (SEN) who was in charge of the ward from 
7.30 am on 20 April told my officer that when she took over the ward she 
found that the complainant’s husband was breathless and was being given 
oxygen. At 8.00 am she took the routine observations herself and gave him 
a cup of tea. She said the duty house officer arrived to see him at about 8.30 
am, and at 9.00 am the registrar and another doctor arrived for their ward 
round. They did not change the instructions about nursing care and, since 
the patient’s condition remained stable, she did not get in touch with the 
relatives. The SEN said that although she had been in and out of the ward 
all the afternoon she did not remember seeing any visitor with the 
complainant’s husband and no one had come to ask her for any information 
about his condition. 


9. My officer interviewed the staff nurse who came on duty at about 4.30 
pm and took charge of the ward from the SEN. She said that she was told by 
the SEN that the complainant’s husband had taken a large overdose and was 
not well, but she was not told that he was likely to die. She said that when 
she saw him she was not happy with his condition; he was not unconscious 
but she thought his condition should be reviewed and she therefore called 
the duty doctor who, at the time, was busy on another ward. The staff nurse 
said that at about 5.30 pm she called the duty doctor again because the 
patient’s condition had deteriorated, and she came straight away. In an 
interview with my officer and in a written statement she made after the 
patient’s death the duty doctor said that she had received a telephone call to 
let her know that his general condition had deteriorated. Shortly afterwards, 
she received the second call and, when she arrived on the ward, she found 
the patient unconscious. As she began to treat him he stopped breathing and 
some minutes later his heart stopped beating. The duty doctor told my 
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officer that at the time she did not think to tell a nurse to call the relatives 
and in any event there was no time to do so. And the staff nurse said that in 
view of the seriousness of the patient’s condition it did not occur to her that 
his relatives would not be aware of it and she had not therefore taken any 
action to notify them. 


Conclusion 


10. Although it was known by the hospital staff that the complainant’s 
husband had taken a large overdose of Safapryn — Co, for which it was too 
late to administer an antidote and the prognosis was therefore uncertain no 
information about the seriousness of her husband’s condition was given to 
the complainant. I realise that part of the reason for this was the 
misunderstanding between her and the house officer at wing B on the 
evening of 19 April and the fact that no member of the staff saw her son 
when he visited the hospital the following afternoon and that he himself did 
not enquire about his father’s condition. But I do not think that, when a 
patient is as seriously ill as her husband clearly was, the initiative for finding 
out should rest with relatives. I consider that the complainant was entitled to 
know so that she could have spent more time with her husband and so that 
his death would not have been completely unexpected by her. I realise that 
when his condition deteriorated just before his death it might well have been 
too late for the hospital to have got in touch with her, but apparently no 
attempt was made to do so. In my view the Authority owe the complainant 
an apology for these omissions. 


Case No. W.247/77—-78—Inadequate treatment and communication 


Complaint and background 


1. The Complainant’s daughter was admitted to hospital A on 22 
October 1976 and was transferred for investigations into the cause of her 
drowsiness on 24 October to hospital B where she had undergone, some 
years before, two neurological operations for the removal of a suspected 
brain tumour. She died on 27 October aged seventeen. 


2. The complaints are: 


(a) that neither the consultant physician nor the _ consultant 
neurosurgeon was called to the complainant’s daughter following a 
deterioration in her condition on 26 October, despite the consultant 
neurosurgeon’s instructions to that effect; 


(6) that clinical staff disregarded the complainant’s own observations of 
her daughter’s deteriorating condition, which she had conveyed to 
them at the time; 


(c) that communications between the clinical staff were unsatisfactory 
and the information they gave the complainant was also 
unsatisfactory; 


(dj) that, although her daughter was on a life-support respirator for only 
15-20 minutes before it was switched off, the complainant was not 
given an opportunity to be with her either immediately before or at 
the time of her death; 
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(e) that the complainant was informed of her daughter’s death by a 
doctor whom she did not know; 


(f) that the funeral director was prohibited from removing the body 
from the hospital until Saturday 30 October; 


(g) that the family practitioner has not received any _ written 
communication from hospital B about the treatment the 
complainant’s daughter was given prior to her death; 


(h) that there was a delay of three months before a meeting was 
arranged by the Area Health Authority (the Authority) to discuss 
the complaints; and 


(i) that the notes of the meetings held in March and July 1977, which 
had failed to provide the complainant with direct answers to her 
questions, were not sent to her until October 1977. 


3. The complainant wrote to the Authority on 15 December 1976 
mentioning some of the points of which she complains. Meetings between 
the complainant and the Authority were held in March and July 1977 in an 
attempt to resolve the points which she raised in her correspondence of 15 
December and subsequently. The complainant remained dissatisfied with the 
outcome of the meetings and (through the local Community Health Council) 
asked me to carry out an investigation into her complaints. 


Investigation 


(a) The complaint that neither the consultant physician nor the consultant 
neurosurgeon was called to the patient 


4. In her letter of 15 December to the Authority the complainant 
commented that on 26 October her daughter seemed much worse than on 
the previous day and her breathing was shallow. In the afternoon it 
appeared that her blood pressure gave cause for concern. When the senior 
house officer (SHO) came with another young doctor, the complainant 
stated that she asked him why the consultant neurosurgeon had not been 
called back to see her daughter but was told that it was unnecessary. (The 
consultant neurosurgeon, she told my officer, had seen her daughter and had 
left instructions that he should be informed of any deterioration in her 
condition.) The complainant said that the consultant neurosurgeon told her 
that had he been called in earlier he could have saved her daughter for a 
time. 


5. In their comments to me the Authority said that the complainant’s 
daughter was admitted under the care of the consultant physician, at midday 
on Sunday, 24 October. She was put on to hourly observations. A lumbar 
puncture and skull x-rays were performed that day. She was seen by the 
consultant physician on 25 October. The course of action included a request 
for a neurological consultation by the consultant neurosurgeon with the 
expectation that the patient might require an airencephalogram. The 
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consultant neurosurgeon saw her later on 25 October but advised against an 
immediate airencephalogram in view of the possible complications. He 
advised that various medical possibilities should be first excluded. 


6. The Authority went on to say that a problem of the patient’s condition 
was that she fluctuated between being alert and drowsy. The complainant 
remained with her daughter throughout most of her stay and believes that 
there was a marked deterioration in her condition during the period but this 
was not borne out by the medical and nursing observations. The physicians 
were concerned about her condition but not sufficiently to change the 
routine of observation and treatment. On 27 October, since there was no 
improvement, an electroencephalogram was scheduled for 28 October and 
an airencephalogram on 29 October. The consultant physician saw the 
patient on the afternoon of 27 October and did not order a change in the 
regime. 


7. The SHO told my officer that he had probably.seen the patient three 
or four times a day, on average, because it had been necessary to review and 
assess her condition continuously. Although she had been alert one moment 
and dropping off to sleep another, from day to day there had been no 
evidence of a gradual or significant deterioration. This was supported, he 
said, by the clinical evidence of blood pressure readings etc, which had not 
indicated anything untoward. But he did recall that it was-difficult to get a 
reading for her blood pressure and pulse because of her very large arms. 
The SHO acknowledged that it was possible that the complainant may have 
noted some small change in her daughter’s condition which the clinical staff 
were not able to detect. The SHO commented that he had thought it 
necessary to ensure the consultant physician saw the patient before he left 
the hospital on 27 October on a temporary absence. The patient was seen 
on the same afternoon she died by the consultant physician and he had not 
considered there was evidence of a deterioration in her condition. 


8. The senior registrar on the consultant physician’s firm told my officer 
that it had been thought that the diagnosis of the patient’s symptoms lay 
between an infection such as meningitis or an extension of the tumour she 
had previously had. The consultant neurosurgeon had advised on 25 
October that the medical possibilities for the symptoms should be excluded 
before an airencephalogram was carried out. As far as he could recall, he 
had seen the patient on the evening of her admission, twice on 25 October 
and again on 27 October. He pointed out that, although the level of her 
consciousness fluctuated considerably, there had not been any overall 
deterioration in the patient’s condition on a day to day basis and her death 
had been very unexpected. 


9. The consultant physician told my officer that he saw the patient on 27 
October (he had decided that he should see her before he left the hospital 
that day, but on his arrival on the ward he had also been asked by the SHO 
to have a look at her). Although she was deeply unconscious, he considered 
that her condition was fluctuating and thought she would come round again 
and eventually stabilise. He had not thought it necessary at that stage to call 
in the consultant neurosurgeon but thought consultation would have been 
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required after the airencephalogram had been carried out. He explained that 
by 27 October possible metabolic and endocrinological explanations for the 
symptoms were being systematically eliminated as a result of the tests 
carried out during the course of the week. On 27 October the indications 
were that there was a neurological explanation for her symptoms and he left 
instructions for an airencephalogram to be carried out. This was scheduled 
for 29 October and would have revealed any structural brain abnormalities. 
However, being merely a diagnostic procedure even had it been carried out 
earlier it would not have prevented the patient’s death on 27 October. 


10. The consultant neurosurgeon informed my officer that it was very 
difficult to say whether he should have been called in to see the patient by 
the consultant physician’s firm on either 26 or 27 October. He stated that 
the patient’s condition fluctuated considerably and, as the clinical evidence 
appeared to the medical staff, he considered that the SHO had acted most 
reasonably. He commented that the SHO’s clinical notes for 27 October 
were extremely good and highlighted how difficult it had been to assess the 
patient. As far as he himself was able to say, there had been no 
deterioration in her condition until late afternoon of 27 October. When he 
examined her on 25 October he had left instructions, which I can confirm 
from my examination of the clinical notes, that the possibility of a medical 
cause for her symptoms should be excluded before carrying out an 
airencephalogram, which was a neurological examination not without risks. 
He explained that it could be very hazardous to carry out an 
airencephalogram, which required an anaesthetic, unless the body chemistry 
was normal. It was for this reason he believed that it was best first to exclude 
the possibility of a medical cause for her condition. Although the consultant 
neurosurgeon agreed that he told the complainant he might have been able 
to save her daughter for a time had it been thought appropriate to call him 
earlier, he had really thought it would only have been a matter of hours or 
days and he did not consider at that stage there would have been any 
prospect of the patient leaving hospital. 


11. All the nursing staff interviewed informed me that the patient’s 
condition had not deteriorated until shortly before her death on 27 October. 
None of the nursing staff could recall any problems involving blood pressure 
but pointed out that because the patient was a very big girl it had been more 
difficult than usual to get a reading and it had been necessary to use an extra 
large cuff with sphygmomanometer (equipment for taking blood pressure). 
It may have been that the nurse taking the patient’s blood pressure had 
forgotten at first to use the correct cuff, or it may have been that her blood 
pressure was initially taken by an inexperienced student nurse who might 
have needed to enlist the help of a more experienced member of staff. 


12. From the information I have obtained during my investigation I have 
not found any evidence to support the view that the patient’s condition 
deteriorated on 26 October. One of the members of the nursing staff on 
duty on 26 October recorded in the nursing notes that the patient was 
‘cheerful and chatty at times’. As far as the medical and nursing staff were 
concerned there was no clinical evidence of a deterioration in the patient’s 
condition and as late as the afternoon of 27 October the consultant 


103 


physician, who had overall responsibility for her care, did not think it 
necessary at that stage to call in the consultant neurosurgeon. The decisions 
made by the SHO and the consultant physician were made solely in the 
exercise of their clinical judgement and are not ones which I am able to 
question. In the absence of any clinical evidence indicating a deterioration I 
am unable to uphold this aspect of the complaint. 


(b) The complaint that clinical staff disregarded the complainant's own 
observations of her daughter’s deteriorating condition 


13. In her letter of 15 December 1976 to the Authority the complainant 
wrote that on 26 October her daughter appeared much worse but she was 
continually told that she was not seriously ill. The complainant considered 
that her views about her daughter were completely ignored. 


14. In their comments to me the Authority stated that there was no 
record of clinical staff disregarding the complainant’s observations. The 
nursing staff were clearly aware of her anxiety. When similar allegations 
were discussed in detail with the ward sister and the SHO during the course 
of the Authority’s investigation, there was no recollection of the 
complainant’s observations being. specifically discounted, but the medical 
facts did not bear out allegations of deterioration. 


15. None of the nursing staff interviewed could recall the complainant 
discussing her views on her daughter’s condition but they all told me that 
they were very much aware of her anxiety. Some, however, recalled that the 
complainant had often asked how her daughter was and had seemed to seek 
reassurance. 


16. The SHO told my officer that the complainant had been with the 
patient for much of the day and most of her comments about her daughter’s 
condition were directed to him, as he had had to see her frequently to assess 
her condition. He assured me that the complainant’s observations had been 
taken into account. However, the patient’s clinical condition was such that, 
although her long term prognosis had never been good, no one had thought 
she would die so soon. 


17. The consultant physician told my officer that the complainant’s views 
on her daughter’s condition had made the medical and nursing staff 
scrutinise the clinical readings and recorded observations particularly 
thoroughly but there had been no evidence to support the view of a 
deterioration in her until shortly before her respiratory arrest. 


18. I have not been able to find any evidence which indicates that the 
complainant’s observations about her daughter were disregarded and I am 
unable to uphold this aspect of her complaint. 


(c) The complaint that communications between clinical staff were 
unsatisfactory and the information which the complainant was given was 
also unsatisfactory 


19. In her letter of 15 December to the Authority the complainant 
commented that she wrote to the consultant physician, who subsequently 
visited her in her home, to ask for an explanation for the apparent lack of 
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concern shown for her daughter on the ward. She said the consultant told 
her that he had made enquiries on the ward and there had not been enough 
co-operation between the staff. The complainant also mentioned to my 
officer, which she indicated in the above letter, that despite her protests to 
the contrary she was repeatedly told by the staff that her daughter was not 
seriously ill and even 30 minutes before her death was told that she would 
be given an injection of Valium and she would improve in an hour. 


20. In their comments to me the Authority stated that the junior medical 
staff were frequently in the ward and the nurses carried out the set regime 
and drew attention to abnormalities. The neurosurgeons were available if 
required but the medical judgement remained that it was unnecessary. The 
consultant physician was on the ward shortly before the patient’s respiratory 
arrest and death, which was very unexpected. Until that time clinical staff 
felt it appropriate to continue to give reassurance to the complainant. 


21. The consultant physician told my officer that he was quite sure that 
he did not make the comments the complainant alleged he made, since such 
remarks were quite out of character with what he would normally consider it 
appropriate to say. He pointed out that the senior registrar had had 
discussions with the neurological team on, he thought, 25 and 26 October, 
and he considered that communications between them had been good. He 
admitted that he had probably told the complainant of his preference for an 
earlier airencephalogram and she might have been alluding to this in her 
letter. The timing of the airencephalogram, he said, was a matter of clinical 
judgement and had been the result of consultation with the neurosurgeon 
and his firm. 


22. The nursing staff on the ward where the patient was nursed told me 
that communications between them had been excellent and when there was 
a shift change discussions took place about the condition of patients and 
information was recorded in the nursing notes. The ward sister, I am told, 
attached considerable importance to briefing staff about patients and 
whenever she herself began duty she would always do a ward round, making 
her own observations about patients’ conditions at the same time as 
examining their notes and charts. There had been much discussion about the 
patient because of the clinical problem she presented. The nursing staff 
confirmed that there had been discussion about the patient with the SHO, 
whom they had found very approachable. Medical staff also considered that 
communications among themselves and with the nursing staff had been very 
satisfactory. The senior registrar commented that he had been in close 
contact with the SHO. 


23. All the clinical staff interviewed told me that the patient had died 
very unexpectedly. Nursing staff who had not been on duty on the afternoon 
_of her death were shocked on returning to work to discover that she had 
died. The consultant physician stated that the patient had presented a very 
difficult diagnostic problem and there had been a lack of concrete 
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information to give the complainant. With hindsight, he thought that her 
distress might have been alleviated to some extent had it been possible to 
forewarn her that there was a chance her daughter might die. If the 
airencephalogram had been carried out earlier it would have been possible 
to inform the complainant of the cause of her daughter’s symptoms. The 
consultant physician told my officer that, because the complainant had told 
her daughter that when she died it would be at home and she would be with 
her, he understood that she must have felt unable to control events in the 
manner she had promised and this was very much regretted. 


24. The consultant neurosurgeon told my officer that when he examined 
the patient on 25 October he had not thought on the evidence available that 
her death was imminent and he had not considered any emergency measures 
were required at that stage. He commented that it was not always helpful to 
agree with relatives who said that patients were seriously ill. All the staff, 
including himself, had tried to reassure and console her because she was so 
anxious. 


25. The SHO told my officer that he had been worried about the patient 
because it had been impossible. to make a definitive diagnosis of her 
symptoms. But her clinical condition was such that no one had thought she 
would die so soon. Consequently he had tried to reassure the complainant 
and, in view of the clinical evidence, imbue optimism into their 
conversations. As far as he could recall he had told the complainant that he 
was aware that her daughter’s condition fluctuated but had added that the 
situation was not grave. The SHO was unable to recall his conversation with 
the complainant shortly before her daughter’s death but commented that he 
would not deliberately have tried to mislead her in any way but would have 
tried to give his opinion as sympathetically as he was able. 


26. I have not found any evidence during the course of my investigation 
to suggest that communications between the clinical staff were 
unsatisfactory. I sympathise with the complainant and can well understand 
why she considers that the information she was given was unsatisfactory. 
Clearly from her point of view it was unsatisfactory in view of the sad 
outcome. But I am sure that the comments made by the clinical staff to the 
complainant were made in good faith and I cannot criticise them for this. 


(d) The complaint that the complainant was not given an opportunity to be 
with her daughter either immediately before or at the time of her death 


27. In her letter of 15 December to the Authority the complainant asked 
why the life-support respirator, to which her daughter was attached, was 
switched off so quickly. The complainant told my officer that, during the 
later part of the afternoon on 27 October, when the ward sister saw that her 
daughter was periodically shaking and jerking she called in the medical staff 
and for the first time the senior registrar saw her daughter with the SHO. 
They said that they would give her an injection of Valium and they asked 
the complainant to wait in the sister’s office. After some time she went back 
on the ward and heard her daughter choking. The ward sister approached 
her and said that she must not go to her daughter and should wait in her 
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office. She then told her that her daughter had an obstruction in her throat 
but a tube would be inserted and she would be connected to a respirator. 
Later another nurse (in a navy dress) came into the office and told her that 
her daughter was not breathing for herself but was on a respirator and was 
being hand-ventilated. The same nurse said that her daughter would be 
going to the intensive care unit and the complainant could be with her then. 
Consequently she waited. She then saw the consultant neurosurgeon go on 
to the ward so she remained at the door of the sister’s office and waited for 
him to approach her. Five minutes later he walked out of the ward without 
speaking to her. She presumed that he had ordered the respirator to be 
turned off, although her daughter had only been on it for about twenty 
minutes, without telling her it was to be done or giving any reason why it 
was to be done and without giving her an opportunity to be with her 
daughter before it was done. 


28. The Authority in their comments to me said that at the time of the 
patient’s respiratory arrest the complainant was asked to sit in the sister’s 
office but she eventually returned to the ward to sit near her daughter’s bed 
(which was screened). Urgent resuscitation measures were being taken 
which staff believed were best done without the complainant’s presence. 
When the decision was taken to discontinue ventilation it was thought 
necessary to improve the patient’s appearance before the complainant could 
appropriately see her. 


29. Under the Act which defines my powers I cannot investigate action 
taken in connection with diagnosis of illness or the care or treatment of a 
patient if, in my view, the action was taken solely in consequence of the 
exercise of clinical judgement. I cannot comment, therefore, on the medical 
details given to me but where I think it may be helpful to the complainant I 
have set out the information I have obtained. 


30. From the evidence I have acquired I have attempted to reconstruct 
events which occurred from mid-afternoon onwards on 27 October: 


Approx. 2.30 — 3.00 The patient was seen by the consultant physician, 
accompanied by the SHO and the senior registrar who 
noted that at the time she was quite deeply 
unconscious. 


Approx. 3.00 — 3.15 The senior registrar was called to the patient by the 
house officer (HO) because of the small fits she was 
having. Instructions were given by the senior registrar 
to the HO about the medication to be administered to 
the patient to control the fits. This was confirmed by 
the SHO who was informed of the position by the HO. 


Approx. 4.00 — 4.30 Staff nurse noted that the patient was having further 
small fits and informed the ward sister. 


Approx. 4.45 — 6.00 The ward sister and the staff nurse noted that the 
patient’s convulsions were getting worse. It was at this 
stage, when the patient’s blood pressure soared, that 
the SHO and the HO arrived on the ward. As it was 
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clear that the patient was about to arrest, the 
complainant was taken to sister’s office. 


The patient was given drugs to control her convulsions 
and to help with her resuscitation. The cardiac arrest 
team was called and the patient was intubated by an 
anaesthetist and connected to a hand-ventilator which 
the staff nurse had obtained when she noticed the 
patient deteriorating. Normal resuscitation procedures 
were carried out in an attempt to restore the patient’s 
heart-beat. It seems likely that there was discussion 
about the possibility of the patient being taken to the 
intensive care unit if resuscitation was successful. This 
information was relayed to the complainant by the 
nursing officer who explained that the patient was 
being hand-ventilated. Resuscitation continued until 
the arrival of the consultant neurosurgeon who 
decided with the senior registrar of the consultant 
physcian’s firm that, because the patient’s heart had 
not restarted and because brain death had occurred, 
resuscitation should be discontinued. Hand-ventilation 
stopped and the tube was removed from the patient’s 
throat before the complainant was taken to her. 


31. The consultant neurosurgeon told me that the patient had never been 
connected to an automatic ventilator but had been hand-ventilated using a 
ambu-bag. Patients were only connected to automatic ventilators, if 
appropriate, when they had been transferred to the intensive care unit. 
After the patient’s respiratory arrest there had been no suitable opportunity 
for the complainant to be with her. Resuscitation involved cardiac massage, 
injections to stimulate the heart, electric shock etc. These measures even the 
staff found distressing and it would have been impossible to have carried 
them out with the complainant present. The consultant confirmed that he 
had not seen the complainant on leaving the ward. 


32. I deeply sympathise with the complainant who, because of the 
extremely distressing manner of her daughter’s death, was unable to be with 
her. I accept that it would have been impracticable for the complainant to 
have been present while her daughter was undergoing the resuscitative 
measures (paragraph 31) which followed her sudden respiratory arrest 
during the course of which she died. Unfortunately the speed of events 
prevented the doctors from telling the complainant of the extent of the 
adverse development which her daughter had suffered, until after it had 
occurred. The evidence which I have examined shows that the complainant’s 
daughter was not at any time connected to an automatic respirator. It 
follows that there could have been no question of such equipment being 
‘switched off or of prior discussion with the complainant concerning such a 
step. I think it is highly probable that in her distress she may have wrongly 
associated the resuscitative procedures which were in progress with those of 
the application of an automatic ventilator of the type with is commonly used 
in intensive care units. 


108 


(e) The complaint that the complainant was informed of her daughter’s death 
by a doctor whom she did not know 


33. The complainant wrote in her letter of 26 January to the Authority 
that she was bluntly informed of her daughter’s death by a doctor entirely 
unknown to her. 


34. In their comments to me the Authority said that there was no record 
of which doctor informed the complainant of her daughter’s death. At the 
time there were physicians, neurosurgeons and an anaesthetist present. 


35. The consultant neurosurgeon informed me that he had considered 
whether he or the senior registrar on the consultant physician’s firm should 
inform the complainant of her daughter’s death. But since the complainant’s 
daughter had not been his patient it had been agreed that it was more 
appropriate for the senior registrar to inform the complainant as he was the 
most senior doctor present at the hospital on the firm responsible for her 
daughter’s care. He did, however, agree to see the complainant on her 
family practitioner’s request after her daughter’s death on 13 November. 


36. The senior registrar confirmed that he and the _ consultant 
neurosurgeon had discussed who should inform the complainant of her 
daughter’s death and it had been decided that he, as the senior member of 
the firm responsible for the patient’s care, should have the responsibility of 
informing her. It was the practice, he said, for the senior doctor of the firm 
responsible for the patient’s care or the senior member of the resuscitating 
firm to inform relatives of a death. And it was not at all unusual for a doctor 
to advise relatives, whom he had never met, of a patient’s death. The senior 
registrar confirmed that he had spent 20 — 30 minutes informing the 
complainant to the best of his ability of the basic facts leading to her 
daughter’s death, explaining that she had collapsed, her heart had stopped 
and it had been impossible to restart her breathing for herself. The 
consultant neurosurgeon had been asked to see the patient but nothing 
could be done for her. The senior registrar recalled that the complainant had 
been very distraught and upset but she had asked questions. He answered 
these but had the impression that she was not absorbing the information. He 
did not consider that his interview with the complainant differed from other 
similar interviews. It was pointed out that the complainant and her son were 
seen by the SHO on the following day when any further queries the 
complainant had could have been dealt with. 


37. Although I can well understand why the complainant would have 
preferred to have been informed of her daughter’s death by the consultant 
neurosurgeon with whom, over the years, she and her daughter had become 
well-acquainted, I think the professional etiquette involved in such matters 
must be borne in mind. I do not consider that the decision made by the 
consultant neurosurgeon and the senior registrar warrants criticism. 
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(f) The complaint that the funeral director was prevented from removing the 
body from the hospital until 30 October 


38. In her letter of 26 January to the Authority the complainant 
commented that, although the funeral director made attempts from the 
morning of 28 October onwards to collect her daughter’s body, he was 
prevented from doing so by the hospital until 30 October. On 28 October 
the funeral director had been told that a post-mortem was to be carried out 
and it was unlikely that the body would be available for release until 1 
November. The complainant remarked that she and her family had grave 
misgivings as to the reason for the hospital’s reluctance to release her 
daughter’s body. At the July meeting with the Authority the complainant 
indicated that she believed the hospital had been intent upon carrying out a 
post-mortem against her wishes. 


39. In their comments to me the Authority explained that complaint (f) 
had been investigated in detail and was discussed at some length at the 
meeting with the complainant on 20 July. The first request from the funeral 
director, on the morning of 28 October, was refused by the head porter who 
understood at the time that permission was to be sought for a post-mortem. 
He was advised later that day that there would not be a post-mortem since 
the relatives did not wish it. When the funeral director telephoned again 
between 4.30 and 5.00 pm, after the matter of the post-mortem had been 
cleared, he asked to collect the body on 29 October but was told that, since 
this was to be an official holiday for all the hospital staff, it would be 
preferable to defer collection until the morning of 30 October. 


40. The head porter at hospital B told my officer that on the morning of 
28 October he received a telephone call from the funeral director acting on 
behalf of the complainant, who enquired if a post-mortem was proposed. 
The head porter replied that the medical staff were hoping to obtain consent 
when the relatives arrived to collect the necessary certificate. In fact the 
complainant arrived at midday with her son and refused her consent. A 
further call from the funeral director was received the same day between 
4.30 and 5.00 pm asking if it was possible to collect the body on 29 October. 
The head porter informed him that unless it was absolutely necessary it was 
more convenient for her body to be collected on 30 October since there was 
an extra-statutory holiday for hospital staff on 29 October. I was told that 
on such holidays only minimum staffing levels were maintained to cope with 
any emergencies. The funeral director, he said, raised no objections at all 
and collected the body on 30 October. The head porter assured my officer 
that had the funeral director expressed a need to collect the body promptly 
he himself would have made arrangements to have been at the hospital, 
since he lived locally. He added that it was normal practice for funeral 
directors to contact the appropriate hospital to establish when a patient’s 
body would be available for release. But he explained that he would make 
local telephone calls to funeral directors if they particularly asked him to 
inform them when a body would be available. 


41. It was unfortunate for the complainant that the sequence of events 
prevented the release of her daughter’s body as early as she had anticipated 
and I sympathise with her. But I note the head porter’s comments that the 
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funeral director did not express the wish to collect the body urgently. Had 
this been done I have no doubt that arrangements would have been made to 
accommodate him. In the circumstances I cannot uphold this aspect of the 
complaint. 


(g) The complaint that the family practitioner received no communication 
from hospital B following the complainant’s daughter’s death 


42. In correspondence of 13 October 1977 I received from the secretary 
of the local Community Health Council it was stated that the family 
practitioner up to 13 October 1977 had heard nothing from the hospital B 
about the treatment the complainant’s daughter received during the days 
leading up to her death. The complainant told my officer that her family 
practitioner had confirmed that he had never received any letter from 
hospital B about her daughter’s death. 


43. In their comments to me the Authority pointed out that the family 
practitioner had been in touch with both the consultant neurosurgeon and 
the consultant physician about the complainant’s daughter. At the family 
practitioner’s request the consultant neurosurgeon saw the complainant on 
13 November. Following this meeting with the complainant the consultant 
neurosurgeon wrote at some length to her family practitioner on 15 
November. Some days later the consultant physician had a discussion with 
the family practitioner when they met at hospital A. As a result of that 
discussion the consultant physician visited the complainant at her home later 
that day. 


44. The family practitioner informed me, when the question of the 
consultant neurosurgeon’s letter was raised (a copy of which I have seen), 
that, although he was unable to check the case notes, which had been 
returned to the Authority following the patient’s death, he recalled that he 
had received such a letter. He was, however, sure that he had not received 
any other correspondence. He commented that he had spoken to both the 
consultant neurosurgeon and the consultant physician several times about 
the complainant’s daughter as well as to the SHO whom he telephoned 
following her death. 


45. The consultant physician told me that the pre-registration house 
officer was responsible for the routine issue of discharge letters to patients’ 
family practitioners. He pointed out that he himself had seen the family 
practitioner quite soon after the patient’s death and had discussed her case 
with him before going to see the complainant. In view of this he had not 
considered it necessary to write personally to the family practitioner. He was 
unable to say why a discharge letter had been overlooked but thought that 
the case notes might have been circulated quite a lot after the patient’s 
death. 


46. The pre-registration house officer involved in the complainant’s 
daughter’s care told me that it was the practice of the hospital to send a 
short standard discharge letter, in the case of living patients, to the family 
practitioner as soon as the patient was discharged. When the notes 
subsequently reached the office of the consultant’s secretary, a full discharge 
letter was prepared by the appropriate house officer. Where a patient died 
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in hospital, the house officer would normally telephone the family 
practitioner as a matter of courtesy, as soon as possible following the 
patient’s death. A full discharge letter would be prepared later in the same 
manner as described above. The house officer was unable to remember 
events in October 1976 but commented that since the family practitioner 
had a discussion with the SHO shortly after the complainant’s daughter’s 
death there would have been no further need to contact him by telephone. 
He was unable to explain why there was not a copy of a discharge letter in 
the case notes but said that he thought it possible that he might have 
considered, although he was not absolutely certain, that there was nothing 
he could add, as a house officer, to the consultant neurosurgeon’s letter of 
15 November to the family practitioner. 


47. There is no doubt that the consultant neurosurgeon did write what, in 
my opinion, appears to be a very full letter to the family practitioner. And I 
accept the house officer's comments on the possible explanation for the 
omission of the discharge letter. There was also considerable discussion 
about the case between the family practitioner and senior staff at hospital B. 
I am, therefore, unable to uphold this complaint. 


(h) Following the complainant’s letter of 15 December 1976 there was a 
delay of three months before a meeting was arranged to discuss her 
complaints 


48. In correspondence of 13 October 1977 from the secretary of the 
Community Health Council it was stated that the complainant wrote to the 
House Governor of hospital B on 15 December 1976 informing him of her 
complaints. Despite the seriousness of the allegations it took nearly 3 
months before the complainant was seen on 8 March by the general 
administrator and other staff of the Authority. 


49. In their comments to me the Authority stated that, although the 
complainant’s letter was dated 15 December, it was not received at hospital 
B until 4 January. Immediate investigations began and interim replies were 
sent. Investigation was completed in Febuary and a meeting was arranged 
with the complainant on 8 March. 


50. The general administrator of the Authority told me that the House 
Governor received and date stamped the complainant’s letter of 15 
December on 4 January. He immediately forwarded copies of the letter to 
the consultant physician and consultant neurosurgeon. He also had some 
discussion with the latter, following which, because he considered the 
complaints were rather difficult to deal with and were basically against 
clinical staff, he decided that the matter should be dealt with at the higher 
Authority level by the area medical and nursing officers in conjunction with 
the general administrator. 


51. The file for the complaint was despatched by the House Governor to 
Area Headquarters where it was received on 14 January. Requests for 
reports from the two consultants involved and the divisional nursing officer 
were sent on 18 January. In the meantime a further letter dated 26 January 


112 


had been received from the complainant in which, among other points, she 
raised questions about the release of her daughter’s body. As a result of this 
letter the head porter at hospital B was asked for a report which was 
received at Area Headquarters on 15 February. A further letter of 15 
February was received from the complainant in which she made harsh 
comparisons between the treatment of another patient at hospital B and her 
daughter. The consultant neurosurgeon and the consultant physician sent 
their replies to the general administrator on 21 January and 10 February 
respectively. On 15 February the general administrator had a detailed 
discussion with the consultant physician. On 22 February he also had a 
lengthy telephone conversation with the complainant’s family practitioner to 
enquire whether he wished to attend the meeting. A meeting was held by 
the general administrator on 28 February with the ward sister and the SHO 
to obtain further evidence. On 4 March the general administrator wrote to 
the complainant informing her that it was proposed to hold a meeting on 
8 March. 


52. Below is a summary of the correspondence between the complainant 
and staff of the Authority during the period 15 December — 8 March. 


15 December The complainant’s letter of complaint to House 
Governor at hospital B. 


5 January House Governor acknowledged the complainant’s 
letter indicating that it was received on 4 January. 


12 January The complainant thanked the House Governor for his 
letter of 5 January but pointed out that there were 
additional points to those mentioned in her letter of 
15 December which caused her concern. 


19 January House Governor acknowledged the complainant’s 
letter of 12 January and informed her that her 
complaints had been passed to the Authority to deai 
with. 


21 January General administrator informed her that her letters 
had been passed to him and requested further 
information in writing about the points she mentioned 
in her letter of 12 January. 


26 January The complainant’s letter to general administrator 
raising further complaints. 

28 January General administrator acknowledged her letter of 
26 January and informed her that he would write to 
her again. 

10 February General administrator wrote to the complainant 


explaining that he still awaited further information but 
hoped to contact her shortly. 


15 February The complainant wrote to the general administrator 

: thanking him for his letter and drew his attention to 
the favourable treatment another patient received at 
hospital B. 
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4 March The secretary of the general administrator informed 
the complainant of the meeting proposed for 8 March. 


53. It seems to me that there was considerable activity on the part of the 
Authority during the period 4 January (when the complaint was received) 
and 4 March, who were engaged in acknowledging the complainant’s letters 
and making enquiries into the points raised in her letters of December and 
26 January. In view of the fact that the complainant’s letter on 26 January 
raised new issues I do not consider there was any delay on the part of the 
Authority in arranging a meeting with the complainant for 8 March. The 
complainant made a large number of complaints which required 
considerable investigation before the Authority were in a position to be able 
to attempt to deal with them at the meeting. I am therefore unable to 
uphold this aspect of the complaint. 


(i) The complaint that the meetings held in March and July, which had failed 
to provide the complainant with direct answers to her questions, were not 
sent to her until October 1977 


54. In the letter from the Community Health Council of 13 October it 
was Stated that the complainant had not received a note of the meeting held 
in March 1977 and notes of the subsequent meeting held in July were not 
sent to the complainant until 3 October 1977. The complainant told my 
officer that since the Community Health Council’s letter to me of 13 
October she had received notes of the meeting held in March 1977. At the 
meeting, she said, she considered that the replies she had been given did not 
satisfactorily answer her questions. The complainant went on to say that 
when she asked at the July meeting why her daughter had been admitted to 
what she thought was a convalescent ward (but which I understand is an 
acute medical ward) rather than to the intensive care unit the consultant 
neurosurgeon had commented that he preferred to have his patients on his 
own wards rather than in the intensive care unit. The complainant said that, 
as her daughter had not been the consultant neurosurgeon’s patient and had 
not been admitted to one of his wards, he had failed to answer her question 
satisfactorily. The complainant also stated that no one had explained why 
the respirator had been turned off so quickly. 


55. In their comments to me the Authority stated that the complainant’s 
letters of 15 December, 26 January and 15 February were all most detailed 
and to some extent differed in their account of events. A detailed point by 
point note of the meeting on 8 March was not kept. The chair was taken by 
the area medical officer with the consultant physician, the divisional nursing 
officer and the general administrator also present. A detailed question and 
answer session took place with the complainant and her son. The file note 
indicated what further steps the complainant might take rather than what 
answers were given to specific points. 


56. Notes of the July meeting were regrettably delayed due to staff 
holidays, but a very full discussion had taken place and it was felt that the 
notes were not immediately essential. At the meeting the complainant, 
accompanied by representatives from the Community Health Council and 
the Patients’ Association, saw the Chairman of the Authority, the consultant 
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physician, the consultant neurosurgeon, the divisional nursing officer and the 
assistant general administrator. An attempt was made to provide all the 
information the complainant had sought. The Authority sent a letter on 29 
September which enclosed a note of the July meeting and expressed regret 
for the delay. A further letter on 13 October enclosed a copy of the note of 
the meeting held in March which had been requested by the complainant. 


57. The general administrator for the Authority told me that the meeting 
held in March with the complainant and her son had been arranged for the 
purpose of discussing the options open to the complainant in pursuing her 
complaint. The complainant had raised questions of a general nature, which 
had been reasonably answered, he thought. She had not, however, used her 
earlier correspondence as a basis for her questions and the discussion had 
not been structured. The general administrator recalled saying to the 
complainant, when the meeting closed, that he expected she would need 
time to consider what had been said at the meeting and if she was unhappy 
about what had been discussed no doubt she would let them know. He told 
me that in such cases the Authority would normally conclude the matter by 
corresponding with the complainant. However, a further letter from the 
complainant was received on 15 March at the Authority and a reply was 
then dispatched to her on 18 March. 


58. With regard to the meeting held in July, the general administrator 
pointed out that, in view of the presence of the Authority Chairman and the 
complainant’s representatives, it was rather more formal in its nature than 
the March meeting. It would be more usual, he said, for meetings of that 
type to be finalised with a note. The note of the July meeting had, however, 
been unfortunately delayed because of staff holidays etc. 


59. The assistant general administrator, who was responsible for drafting 
the note of the meeting held on 20 July, told my officer that the period 
between 20 July and 29 September had been particularly busy from his 
point of view. The general administrator had been on leave during the last 
week in July, as had his own secretary, and he had acted for the general 
administrator in his absence. The area administrator had also been on leave 
during August and in his absence his work had been carried out by the 
general administrator while he himself had acted for the general 
administrator. He had been on annual leave himself for two weeks in 
August. He had also had to attend a large number of meetings. It was not 
until some time in September that he was able to put his draft note of the 
meeting to the general administrator which was subsequently issued to the 
complainant on 29 September. 


60. The assistant general administrator told me that he considered the 
complainant had not formulated her questions sufficiently clearly in her 
mind to obtain answers to the points on which she wished to be satisfied. As 
a result, the meeting had become clouded by generalities. He did, however, 
‘comment that he had got the impression that the complainant’s daughter 
had been on a mechanical ventilator and was sure that the complainant had 
gained the same impression. 
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61. The consultant neurosurgeon informed me that at the meeting with 
the complainant in July, he had been talking in general terms, as was clear 
from the note of the meeting, about preferring to have his patients nursed 
on his wards. He had been trying to make the point that being nursed in the 
intensive care unit did not equate with better care. The consultant 
neurosurgeon explained that it was quite common for patients in the 
intensive care unit to be unconscious and on mechanical ventilators. It had, 
therefore, been unsuitable for the complainant’s daughter. He had not 
intended to imply that she had been his patient. 


62. The consultant neurosurgeon told me that at the July meeting he had 
tried to answer the complainant’s questions as well as he was able. He had 
not attempted to avoid the questions and he believed that if the complainant 
was not satisfied with explanations given, it was probable that she had not 
framed her questions in an appropriate manner. He did stress that it was 
very difficult for participants at meetings of the kind held in July to be very 
effective. The consultant neurosurgeon was unable to explain why there had 
been confusion about a respirator since the patient had only been respirated 
by hand. He went on to say that there was a possibility the confusion had 
been brought about by the terminology the complainant used, which he 
might have misinterpreted. With hindsight, he thought that the events 
leading up to and surrounding the patient’s death, particularly with regard to 
the question of the respirator, should have been slowly and carefully 
explained to the complainant. At the time it had been difficult to assess what 
was of foremost importance to the complainant particularly when she had 
made so many accusations about her daughter’s care. The consultant 
neurosurgeon remarked that he would like to help the complainant and was 
willing to see her again, if she thought it would be helpful. 


63. The consultant physician commented that at the July meeting, which 
had been a long one, everyone had tried to be as helpful as possible to the 
complainant. He had gained the impression that she had not prepared her 
questions in advance of the meeting and had allowed them to arise as they 
occurred to her during the course of the discussion. On the question of the 
respirator, he agreed that at the meeting there had been room for confusion 
in the terminology used. 


64. I think it regrettable that there was a delay of over two months before 
the notes of the July meeting were issued to the complainant but the 
circumstances are explained in paragraph 59. I do not believe that she 
expected to receive a copy of the summary of the meeting held in March and 
it was not until much later that she requested one. I cannot account for the 
confusion on the question of the respirator, but it is clear that there was a 
communication failure on the part of the Authority for which I criticise 
them. 


Conclusions 


65. With the exception of the final complaint I have been unable to find 
any evidence to suggest that there were failures on the part of the staff of 
the Authority. The complainant’s daughter presented them with a very 
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difficult diagnostic problem indeed and they had not thought that her death 
was imminent. The complainant however was convinced that her daughter’s 
condition was worsening but that her repeatedly expressed views about this 
were being disregarded. When, in the event, her daughter died she felt her 
fears had been confirmed. Certainly the time leading up to her daughter’s 
death must have been a harrowing experience for her. However, from the 
extensive information obtained during my investigation I am convinced that 
her daughter received a high standard of care throughout her time in 
hospital. I do not believe the medical and nursing staff failed to have regard 
to the complainant’s views or to give her daughter all necessary care and 
attention. 


66. A clinician told my officer that the complainant had a very intense 
relationship with her daughter and had done a great deal to improve her 
quality of life. The bonds between them were the closest he had ever seen 
between a mother and her daughter. Such an intense relationship, he said, 
was likely to result in the complainant being biased in her impression of 
what had taken place. I could understand that this was the case but it does 
not lessen the sympathy which I feel for the complainant. 


67. The Authority have asked me to offer the complainant their sincere 
apologies for the communication failure mentioned in paragraph 64. 


Case No. W.248/77—78—Delay in treatment 


Complaint and background 


1. A baby boy, aged three weeks, became ill at home and on 6 April 
1977 his family practitioner arranged for him to be admitted to hospital A. 
On arrival at the hospital the complainants were told that the children’s 
ward was full and that arrangements had been made for their son to be 
admitted to hospital B. Later the same day their son underwent an 
operation and he died in hospital B on 7 April. 


2. The mother and father complain that: 
(a) their son was not examined by a doctor at hospital A before being 
sent to hospital B and there was an undue delay before he received 
any treatment for his condition; 


(b) the facilities at hospital B for dealing with a three-week-old baby 
were inadequate; and 


(c) they were not informed of the seriousness of their son’s condition. 


Investigation 


(a) The complaint that their son was not examined by a doctor at 
hospital A and that his treatment was delayed 


3. The mother told my officer that on 5 April 1977 their son had been 
sick and had not looked well and at about 11.00 am on 6 April when she 
was changing his napkin she noticed a lump above his testicles. She 
telephoned her family practitioner who arrived at about mid-day. She said 
that the doctor suspected that her son had an inguinal hernia and he had 
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made arrangements by telephone for him to be admitted as an emergency to 
hospital A. She then telephoned her husband to ask him to take her and 
their son to the hospital by car. The father told my officer that he arrived 
home at about 12.45 pm and saw the family practitioner who gave them a 
letter to give to the hospital doctor and advised them that their son should 
be at hospital A within an hour. The father said that according to a clock at 
the hospital, they arrived there at 1.45 pm. The mother said they went 
straight to the children’s ward where they were met by a nurse who told 
them that the ward was full and that arrangements had been made for their 
son to be admitted to hospital B. She said the nurse merely asked them 
whether they had their own transport; she made no attempt to take the 
letter from the family practitioner and she did not offer to ask a doctor to 
see their son. 


4. The complainants told my officer that they completed the ten-mile 
drive from hospital A to hospital B by about 2.15 pm and when they arrived 
they were told that the consultant was at hospital A but when they offered 
to take their son back to hospital A to see him, they were advised to stay at 
hospital B. They said that it was not until 4.45 pm that their son was x-rayed 
and, about an hour later, he was put on traction. They said that between 
5.00 pm and 6.00 pm they signed a form giving their consent for an 
operation, but it did not take place until about 8.00 pm. 


5. The complainants’ family practitioner confirmed to my officer that, 
after he had examined the baby, he had telephoned hospital A at about 
12.40 pm and made arrangements with the duty senior house officer (first 
SHO) for him to be admitted. He said he knew the father had a car and, 
because he worked nearby, he thought it best that he should accompany his 
wife and baby to the hospital. He said he had advised the complainants not 
to delay as their son might need an operation. 


6. In her written statements of 16 May 1977 and 18 January 1978, made 
when the Authority carried out their own investigations into the complaints, 
the state enrolled nurse (SEN) who, on 6 April 1977, was in charge of the 
children’s ward at hospital A said that she came on duty at 1.00 pm that 
day, and at 1.30 pm she was telephoned by the first SHO who told her that a 
three-week-old baby was coming to the hospital suffering from suspected 
strangulated hernia. The SEN said she explained to the first SHO that there 
were no cots available in the children’s ward and he told her he would 
telephone the family practitioner and ask him to send the baby to hospital B 
instead. The SEN said she thought the first SHO telephoned her later on 
and told her that he could not get in touch with the family practitioner but 
that he had made arrangements with hospital B to accept the baby. He 
asked her to direct the parents there. The SEN said the first SHO also told 
her that he would see the parents himself if they wished him to do so. 


7. In her statement of 18 January 1978 the SEN said that when the first 
SHO telephoned her the second time she told him that there was a spare cot 
available but, as there was a case of bronchitis and a case of upper 
respiratory tract infection on the ward, she believed the risk of cross 
infection to a baby about to undergo surgery was very great and she thought 
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the first SHO had agreed with her. But in an interview with my officer the 
SEN said she was not sure whether she did, in fact, tell the first SHO about 
the spare cot. 


8. The SEN also told my officer that she believed that the complainants 
had not arrived on the ward until between 3.00 pm and 3.15 pm. She said 
she had explained to them that the ward was full and that arrangements had 
been made for their son to be admitted to hospital B; she thought the 
complainants had been satisfied. She could not recall telling the parents that 
the doctor was prepared to see them. 


9. The first SHO to whom the family practitioner spoke has since left the 
country, but in a written statement he made about the incident he said that 
he remembered receiving a call from the family practitioner some time 
between 12.00 noon and 2.00 pm on 6 April 1977 and that the family 
practitioner had told him that he had sent a baby to the hospital who was 
already on his way there. He said he remembered enquiring of the nurse in 
charge of the children’s ward whether a bed was available for a young baby 
and the nurse told him there was not. He then telephoned hospital B who 
accepted the case and he made arrangements with the nurse that, when the 
child arrived at hospital A, the parents should be asked to go on to hospital 
B. He said that if the parents were not happy with this arrangement, he was 
prepared to see them. There is no mention in the statement that he had later 
learned there was an empty cot in the children’s ward at hospital A. 


10. In an interview with my officer the senior house officer at hospital B 
(second SHO) said that at about 2.00 pm he was telephoned by the first 
SHO who told him about the baby, who, he thought, arrived at hospital B at 
about 3.00 pm. The second SHO said that within about 30 minutes of the 
baby’s arrival he had telephoned the consultant at hospital A to seek his 
advice and was told to arrange for the baby to be put on traction. He said 
the consultant told him he would come to hospital B as soon as he had 
finished operating at hospital A. The second SHO said that the consultant 
arrived at about 7.00 pm and the operation began at about 8.00 pm. The 
identification sheet made out by the ward sister shows the time of the baby’s 
admission to hospital B as 3.15 pm, but a report of the incident prepared by 
the senior nursing officer following her investigation of the complaints 
carried out at the request of the divisional nursing officer shows the time of 
admission as about 2.00 pm. Moreover, the nursing officer who visited the 
ward shortly after the baby was admitted told my officer that she 
remembered seeing him shortly after the consultant had left for hospital A 
and thought the time of admission must have been shortly after 2.00 pm. In 
a written statement of 17 January 1978 the superintendent radiographer at 
hospital B said that she believed the baby was x-rayed at about 4.30 pm. 


11. The consultant told my officer that at the time of incident he was 
undertaking a locum for a consultant who was away and on 6 April he had 
an operating list at hospital A in the afternoon. He said that he had finished 

the last operation on the list at about 4.45 pm and was writing up the notes 
when he took a telephone call from the second SHO about the 
complainants’ son. He had said he would come to hospital B as soon as 
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possible but he had been delayed by an emergency operation. The 
consultant said that had he been informed earlier of the case, he would 
certainly have seen him as soon as he (the consultant) arrived at hospital A 
and would have possibly operated on him before starting the list for the 
afternoon or, alternatively, referred him to another hospital. 


12. There is some confusion about the times of arrival of the 
complainants at hospital A and hospital B, but I think that their own 
estimates (1.45 pm and 2.15 pm respectively) probably are not far out. I am 
concerned that there was apparently a complete lack of liaison between the 
two hospitals so that at roughly the same time as the complainants were 
taking their son from hospital A to hospital B the consultant was himself 
travelling between the two hospitals in the opposite direction. This was 
undoubtedly a major cause of the delay in the baby’s treatment. 


13. I also believe that, had the nurse told the complainants that the first 
SHO was prepared to see them, and had he done so, he might well have 
decided to examine their son before they took him to hospital B and might 
then have acted differently by keeping him at hospital A until the consultant 
arrived. 


14. Notes for junior medical officers prepared by the Health District 
which give guidance on the admission of patients to hospital require among 
other things that in the case of an emergency admission requested by a 
general (family) practitioner the house officer must arrange admission unless 
there are no beds available in the hospital or, alternatively, he genuinely 
considers that the patient would be more suitably treated by another 
specialty or department. The Notes also say that the house officer should 
only refer patients to another hospital if every bed has already been filled. 


15. It is unfortunate that I was unable to interview the first SHO, but in 
the absence of any evidence to the contrary in his written statement, I do 
not myself think that the nurse informed him that there was an empty cot in 
the children’s ward. 


(b) The complaint that the facilities available at hospital B were inadequate 


16. In a letter of 3 May 1977 to the secretary of the Community Health 
Council (CHC) the complainants said that when they arrived at hospital B, 
they found that there were no facilities there for the care of babies as young 
as their son and that the staff did not appear to be able to cope with him. In 
a letter of 10 June to the Authority the complainants said that hospital B 
was unable even to provide hospital clothes small enough for their son; and 
in an interview with my officer, the mother said that she had had to leave 
her own blanket for her son to use as there were no suitable blankets 
available to keep him warm. 


17. In their written comments to me the Authority said that the children’s 
ward at hospital B was closed for redecoration and the complainants’ son 
was admitted to a side ward which was being temporarily used for children. 
The Authority said it had to be acknowledged that, in general, young babies 
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are not admitted to hospital B but emergency cases are admitted direct there 
and adequate facilities should have been available. 


18. The sister in charge of the side ward where the complainants’ son was 
nursed told my officer that at the time she was told that he was on his way to 
the hospital, a cot was already made up and prepared. She said she could 
not recall that there was no suitable hospital clothing for him or that the 
mother had to leave her own blanket to cover him; but she admitted that 
because the children’s ward was being upgraded, the facilities available were 
not as good as she would have liked. 


19. On the question of the ability of the staff to cope with a young baby, I 
have been told that the sister in charge of the side room when the 
complainants’ son was admitted is a registered sick children’s nurse and, of 
the other nursing staff concerned with his care, three of them, including the 
nurse on duty at night, had had experience of nursing young children. 


20. I can well understand the complainants’ concern on finding that a side 
room was being temporarily used as a children’s ward and their concern no 
doubt increased when they also found that there were apparently no suitable 
clothes available for him and their own blanket had had to be used to keep 
him warm. It seems that the facilities available were not ideal; but I have 
found that four members of the nursing staff had had experience of nursing 
young children and I think the complainants were mistaken in their belief 
that the staff could not cope with their son. 


(c) The complaint that they were not told of the seriousness of their son’s 
condition 


21. In letters to the CHC and the Authority the complainants said that 
the information they were given about their son’s condition appeared to be 
casual and they were never told that he was seriously ill. 


22. The consultant told my officer that immediately following the 
operation he had been satisfied with the baby’s condition; but surgery on 
such a young child is not without risk and he had told the parents that, 
although the operation itself had been satisfactory, the situation was in itself 
serious. But he said he had not wanted to alarm the parents since there had 
been no immediate cause for concern. At about 1.30 am when he saw the 
baby again he found his condition was still satisfactory, but when he visited 
the ward at 9.00 am the baby had already been examined by another doctor 
because his colour was not good and, shortly after this, he collapsed and 
died. The consultant said that his death was quite sudden and unexpected. 


23. In a written statement of 13 May 1977, the staff nurse in charge of 
the ward on the night of 6/7 April said that in the morning when the mother 
enquired about her son’s condition, she thought she had been told that the 
baby, although satisfactory during the night, was still seriously ill and that 
the doctor would be seeing him later in the morning. She said that before 
she went off duty she drew the attention of the day staff to the fact that the 
baby’s colour did not appear quite so good. The SEN who took over from 
the staff nurse confirmed that she was concerned about his colour and asked 
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a sister from another ward to come and look at him. She said on her return 
to the ward a doctor had arrived and she asked him to look at the baby. He 
tested his heart, pulse and bowel sounds and told her that all seemed well 
apart from a fast heart beat. He told her to ask a consultant paediatrician to 
see him. The medical notes show that an oxygen inhalation was given, that 
the paediatrician saw him but that he died shortly afterwards. 


24. I accept that as the complainants’ son’s condition following the 
operation was satisfactory the medical and nursing staff would rightly be 
concerned not to alarm the complainants unduly. It is obviously difficult, in 
giving information to relatives, to strike exactly the right balance. It is wrong 
to be unduly optimistic and it is just as wrong to be over-pessimistic and thus 
cause unnecessary worry to already anxious people. I sympathise with the 
complainants in the shock they inevitably received when their son suddenly 
and unexpectedly died, but I do not uphold this part of their complaint. 


Conclusions 


25. I have not wholly upheld the complaint about the facilities at hospital 
B, although I think they were not ideal; and, although I well understand why 
they should have felt as they did, I have not upheld the complaint that they 
were inadequately informed about their son’s condition. But I am in no 
doubt that there was unnecessary delay in their son being treated, for the 
reasons I have given in paragraphs 12-15 of this report. I cannot escape the 
conclusion that this case was handled inefficiently, and that it should have 
been brought to the attention of the consultant long before it was. The 
Authority have asked me to apologise on their behalf to the complainants 
for this shortcoming and have agreed to review, in consultation with the 
appropriate medical committee, the procedures for admission and transfer 
of patients so as to ensure that no similar muddle can take place again. 


Case No. W.255/77—78—Care of an elderly patient 


Complaint and background 

1. The complainant’s elderly mother was admitted to hospital on 29 
October 1976, and died there on 22 January 1977. The complainant 
contends that the ward was not suitable for her mother; about aspects of 
nursing and medical care her mother received and that she was not informed 
in time to be with her mother when she died. The complainant is not 
satisfied with the way in which the Area Health Authority (the Authority) 
dealt with her complaint. 


Investigation 


2. In her letter to me and when she spoke to my officer, the complainant 
explained that her sister had been looking after her mother, who, because of 
her age, had spent much of her time in bed. She had been admitted to 
hospital on the advice of the family practitioner because she had diffculty in 
standing but she was alert and healthy. The other patients on the ward had 
been very old and sick and she felt that this had had a distressing effect on 
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her mother. She said that she had understood that the ward was for short 
stay patients and, in conversation with her brother, the consultant 
geriatrician (the consultant) had confirmed this. The complainant’s brother 
told my officer that when he had spoken to the consultant he had 
understood that his mother would be discharged when her health improved 
but that if it did not she would be transferred to a long stay ward. 


3. The consultant told my officer that he could not recall having spoken 
to any of the patient’s relatives but he explained that the ward at the 
hospital contained several categories of patients. There were those whose 
condition improved and who were later discharged: others were assessed as 
being either unlikely to improve or decline and were transferred to long- 
term accommodation in the neighbouring hospital. A third category, to 
which this patient had belonged, suffered a gradual deterioration and in his 
view it was less upsetting for them to remain in the ward rather than to be 
transferred to the other hospital. He pointed out to my officer how the 
patient’s declining condition had been recorded in her medical notes (and I 
have seen that this is so). 


4. It is for the doctors to decide in the exercise of their clinical judgement 
what ward is most suitable for any particular patient and this is not a matter 
on which I can comment. I can see no evidence that the complainant or her 
brother were deliberately misled about the type of ward in question. No 
doubt there were some very ill patients on this ward as well as a number of 
comparatively well patients. In the circumstances I do not uphold this 
complaint. 


The complaints about medical and nursing care 


5. In her letters to me and when she spoke to my officer, the complainant 
said that during the second week of her mother’s stay in the hospital she 
noticed red marks on her right wrist. She said she asked the sister about this 
who replied that she was too busy to explain and she has not yet had a 
satisfactory explanation; on another occasion she found her mother 
inadequately dressed on a very cold day although there were vests and 
bedjackets in her locker; a nurse who came to take her mother’s 
temperature inserted the thermometer in her mouth and immediately 
removed it, not giving time for the temperature to register; each time she 
visited her mother, which she did every Monday, Wednesday and Friday, 
she found that her bed had been moved to a different position in the ward. 
She said that caused distress to her mother and she believed that it was done 
deliberately to confuse her. The complainant said that she believed that the 
drugs her mother was given had affected her condition adversely; she said 
that her mother appeared progressively more sleepy and she believed that 
sedatives were given to her routinely and unnecessarily; although her 
mother was in poor health she was made to sit out of bed two days before 
her death and was given a bath on the day before she died. 


6. I will deal with each of these complaints in turn but before doing so I 
think the complainant would wish to know that when my officer spoke to the 
ward sister (the sister) and several of the nursing staff who had nursed the 
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patient, they told him that they remembered the patient very well. They said 
that she had always been appreciative of everything that was done for her 
and that she was very popular with the staff. 


(a) The red marks on the patient’s wrist 


7. The sister told my officer that she could not remember the complainant 
asking her about the marks on her mother’s wrist. Had she done so she said 
she would have explained that the most likely cause would have been that 
they had occurred spontaneously. She told my officer that the blood-carrying 
capilliaries tend to break more easily in elderly people than in those who are 
younger, and that when this happened the impression given was that of a 
bruise. She said that it was such a natural and common occurrence with 
elderly patients that the nursing staff would not note any particular instance 
unless they suspected that there was another reason. The consultant 
confirmed to my officer what the sister had said and told him that in elderly 
people the skin becomes thin and loses its elasticity; the capilliaries become 
fragile and break easily; this he said could happen spontaneously or with the 
slightest knock or bump against the side of the bed or locker. I have seen no 
record in the clinical and nursing notes of any marks. Because of the conflict 
of evidence I cannot establish if the complainant queried them with the 
sister and if so what the answer was, but I hope that the explanation now 
offered will reassure the complainant. 


(b) The patient was inadequately clothed 


8. Neither the sister nor the other nurses to whom my officer spoke could 
remember the complainant asking them why the patient was not wearing a 
vest. They said that as the patient was perfectly capable of making up her 
own mind about what she wanted to wear, they always made a point of 
asking her whenever she was changed or had a bath. I am afraid that in the 
absence of any corroborative evidence I cannot resolve this complaint. 


(c) The way the patient’s temperature was taken 


9. My officer was unable to establish the identity of the nurse involved. 
The sister told my officer that it was unbelievable that a trained member of 
staff would act as described and students were more likely to leave the 
thermometer in the patient’s mouth for more than the required two minutes. 
The other nurses agreed with the sister and could think of no occasion when 
a patient under observation would have her temperature incorrectly taken. I 
cannot resolve this complaint also because of the absence of any 
corroborative evidence. 


(d) The movement of the patient's bed 


10. The sister told my officer that the patient’s bed had been moved 
during her stay in hospital. But, she said, the reason for this was the 
patient’s declining state of health. She stressed that the patients were not 
moved around the ward without reason. As far as she could remember, the 
patient, when first admitted, had been in a bed halfway down the ward. As 
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her condition deteriorated she was moved to a bed next to a single room and 
nearer to the sister’s office and finally, on the night before she died, the 
patient was taken into a side room. The patient was, she said, moved only 
twice from the time of her admission to the day of her death. I have found 
no evidence to support the complainant’s belief that her mother’s position in 
the ward was constantly changed deliberately to confuse her. 


(ec) The drugs given to the patient may have been responsible for her drowsy 
appearance 


11. The consultant told my officer that the patient had not been sedated 
during the day. He explained that she had been prescribed a mild sedative at 
night and this would not have affected her during the daytime. He stressed 
that the relatives were witnessing their elderly mother dying peacefully and 
not heavily drugged. The nurses seen by my officer told him that sometimes 
the patient would pretend to be asleep when her relatives came because she 
did not want to be disturbed. I have seen the record of the drugs prescribed 
for the patient and I confirm that there is only one sedative prescribed in a 
small dosage to be taken at night. I hope that the complainant will find 
consolation in these reassurances. 


(f) The patient being out of bed and bathed immediately prior to her death 


12. The sister told my officer that she had been on leave at the time in 
question. It would not have been unusual, if the patient was well enough, for 
her to sit out of bed if only to enable the nurses to make up the bed 
properly. The sister explained that the patients (again provided they were 
well enough) would normally be given a bath; this did not involve any 
exertion by the patient because the ward was well equipped with hoists for 
conveying patients from their bed to the bathroom. Patients were given 
baths, showers or blanket baths regularly because it refreshed them, helped 
to keep their skin as supple as possible and was an aid in the prevention of 
pressure sores. The consultant told my officer that if a patient was 
incontinent, as the patient had been before she died, it was the best method 
of keeping them clean; he also explained that it is the policy at the hospital 
for patients unless they are very ill to be got out of bed as much as possible 
to prevent the development of pressure sores and hypostatic pneumonia. 
The nursing staff who had been on duty on the two days before the patient’s 
death told my officer that they could not recall whether or not she had sat 
out of bed. It was quite likely that she had but not for any length of time. 
They could not remember whether she had been bathed on 21 January. The 
nursing notes show that the patient did have a bath on 20 January. On 21 
January the report reads ‘good day up for short while in chair . . .” but there 
is no mention of a bath. I have no doubt that she did sit out of bed on the 
day before she died and probably was bathed but in the circumstances I do 
not see any reason to criticise the nursing staff for this. 


The complaint that the complainant was not told of her mother’s impending 
death 


13. In her letter to me and when she spoke to my officer the complainant 
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said that she had visited her mother on about 18 January when she appeared 
to be very ill. She said that she had asked a nurse to let her know if there 
was any change in her mother’s condition and the nurse had assured her that 
this would be done. The complainant said that on Saturday 22 January while 
she was out of her house, a nurse had telephoned at about 9.45 am and had 
asked her husband if she would call back but had not given any reason for 
this. The complainant said that she had telephoned the hospital at 11.00 am, 
only to be told that her mother had died five minutes earlier. She complains 
that had the nurse who had telephoned in the first place told her husband 
the reason for the call he could at least have got in touch with his brother-in- 
law. The complainant’s husband confirmed to my officer that he had not 
been told at the time the reason for the telephone call. The sister, who had 
not been on duty when the patient had died, assured my officer that the 
ward staff go out of their way to explain the patient’s condition and ask the 
relative if they want to talk to a doctor. Two other nurses who had been on 
the ward at the time told my officer that they had spoken to the patient’s 
relatives on a number of occasions and they were sure that they were aware 
of her condition. They also said that it was quite usual for the staff to offer 
to let relatives know if any changes in the patient’s condition occurred. The 
state enrolled nurse (SEN) who had been on duty from 8.45 pm on 21 
January to 8.00 am on 22 January, told my officer that during the night she 
thought that the patient’s condition was deteriorating and she had been 
moved to one of the single rooms so that she could be observed more easily. 
She said that the patient had wakened about 6—6.30 am and had seemed a 
little improved. But she said she thought that she should be on the seriously 
ill list (SIL) (the sister explained to my officer that this meant that the 
patient’s condition was such that the relatives ought to be told); the SEN 
said that she had brought this to the attention of the day staff when they had 
come on duty. 


14. The staff nurse who had taken charge of the ward at 7.30 am told my 
officer that she recalled that the patient had been put on the SIL and had 
been moved to a single room. She said that she had gone to see the patient 
(she thought about 8.00 am) whom she had considered to be weak but not 
in any real danger. The staff nurse said that she and other members of the 
staff had kept a close watch on the patient. At about 9.00 am she had found 
her pulse poor and called a doctor. She told my officer that she had 
telephoned the complainant but her husband had told her that she was out. 
The staff nurse told my officer that she was quite sure that she had explained 
to him why she had telephoned. She said that from then on, the patient 
‘seemed to hold her own’ but had died suddenly at about 10.55 am. 


15. As the patient had been placed on the SIL by the SEN on night duty 
it seems in retrospect that it would have been better, notwithstanding the 
fact that she had appeared to rally, if the complainant had been told earlier 
of her changed condition. But in deciding not to telephone the relatives 
immediately the staff nurse was using her professional judgement and did so 
in the light of the knowledge available to her at the time. As regards the 
content of the telephone conversation between the staff nurse and the 
complainant’s husband, because of the conflict of evidence, I cannot now say 
what took place. I would however be surprised if the staff nurse had not 
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made some mention of the patient’s deteriorating condition; but if she did 
not mention the reason for her ’phone call I am surprised that he himself did 
not ask her. 


The complaint about the way the Authority dealt with the complainant's 
representations 


16. I have seen from the Authority’s correspondence file that the 
complainant first raised her complaints about her late mother’s care when 
she wrote to the hospital on 26 January 1977. The comments of the staff 
concerned were sought and supplied quite promptly but before a substantive 
reply could be sent to the complainant she had enlarged on her original 
complaints and added others in letters and a telephone conversation with 
the sector administrator. Further enquiries were made and a substantive 
reply sent out on 25 March 1977. On receipt of this the complainant 
telephoned the sector administrator and later wrote expressing her 
dissatisfaction with the reply and adding a further specific complaint about 
the failure of the nursing staff to inform her of her mother’s impending 
death. It was at this stage that the administrator decided to invite the 
complainant to discuss the complaints with the divisional nursing officer 
(Div NO) and himself. The complainant was at first reluctant to do so but 
eventually met the Div NO and the administrator on 15 June. But she was 
not satisfied with the outcome of their discussions and raised additional 
questions. As a result it was agreed to make further enquiries. These were 
initiated on 23 June and a full reply was sent to the complainant on 24 
August. But she did not accept the contents of this letter and referred her 
complaint to me. 


17. I consider the Authority made an adequate investigation into the 
complaints and tried very hard to satisfy the complainant. I think they were 
right to invite her to the meeting on 15 June and to review her complaint 
afterwards. The outcome of their investigation is much the same as my own 
but I think that a comment in their letter of 24 August that the patient “had 
a fairly peaceful night on the Friday’ (21 June) and ‘did not . . . show any 
signs of distress’ is misleading. The nursing notes record that her condition 
that night was poor and that she had been incontinent. 


General conclusions 


18. I have not upheld the complaint that the complainant was misled 
about the ward where her mother was accommodated, and its suitability for 
her mother is a matter of clinical judgement on which I cannot comment. 
Also I have not upheld a number of her complaints about unsatisfactory 
medical and nursing care, and I have been unable to resolve others owing to 
the lack of corroborative evidence. But I have obtained reassuring 
explanations which I hope the complainant will feel able to accept. In the 
event it would have been better had the complainant been informed earlier 
in the morning of 22 January of her mother’s deteriorating condition. While 
I find that the Authority’s investigation was competently carried out, I 
criticise them for the misleading comment to which I draw attention in 
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paragraph 17 and for which the Authority have asked me to apologise on 
their behalf to the complainant. 


Case No. W.281/77-78—lIrregular action in obtaining patient’s consent to 
operation: deficiencies in nursing care 


Complaint 


1. The complainant’s wife was admitted to hospital on 18 May 1977. She 
underwent an examination under anaesthetic on 18 May and an exploratory 
operation on 30 May during which a kidney was removed. She died on 
3 June. The complainant contends that: 


(a) his wife was persuaded under heavy sedation to sign a form of 
consent to operation which she was unfit to understand; 


(6) on the second day after the operation she was left in chair and her 
request to be put back to bed was ignored; the complainant made 
the same request but action was delayed for one and a half hours 
until nurses could be found; 


(c) on the same day a cup of tea which she could not reach was left on 
her locker from about 3.00 pm until after 8.00 pm; 


(d) on one occasion, prior to his wife’s operation, he was unable to find 
a nurse to bring her a bed-pan; a nursing auxiliary complied with the 
request but needed his assistance to lift her, which his wife found 
embarrassing; 


(e) on the third night after her operation, her bed linen was 
bloodstained; 


(f) a suitcase containing her clothing was kept at her bedside for ten 
days; 

(g) the Area Health Authority (the Authority) failed to deal 
satisfactorily with his complaints. 


Investigation 


(a) The complaint that his wife was persuaded to sign a consent form which 
she was unfit to understand 


2. The consultant urologist in charge of the case replied to this part of the 
complaint. He said that the complainant’s wife had been seriously ill and he 
had felt her only chance of cure was a major operation. He had discussed 
this with her in detail, explaining the associated risks, and she had given him 
her full consent. But the complainant told me that when his wife had signed 
the consent form she had been under heavy sedation and therefore could 
not understand what she was doing. He told my officer that the night before 
the operation he had told the consultant’s senior house officer (SHO) that 
he did not want it to take place. 


3. I have seen a letter dated 12 May to the consultant urologist from the 
consultant physician at the hospital who had been treating the complainant’s 
wife as an out-patient. This described her as suffering from diseases of the 
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heart and lungs, abdominal pains, poor urinary output and persistent 
incontinence, as well as a blood disorder. In response, the consultant 
urologist agreed to admit her for cystoscopy and right retrograde 
pyelography, and wrote to the complainant’s wife telling her of his decision 
and explaining that the examination would be made under anaesthetic. She 
was admitted on 18 May and I have seen a form which she signed that day 
giving consent for the procedure (which was for this purpose treated as an 
operation) and for any further or alternative measures as might be found to 
be necessary during the course of it. The patient’s signature ‘I "1s firm 
and clear. The medical notes indicate that an exploratory operation was 
decided upon on 28 May and a further consent form was completed on 29 
May. The signature on this form is very wavering. The medical notes show 
that during the operation the right kidney, already known to have been non- 
functioning, was removed. 





4. The SHO told my officer that he remembered speaking to the 
complainant on 29 May, the night before the operation. He agreed that the 
complainant had initially not been in favour of the operation, but his 
recollection was that, having been told that it was his wife’s only chance of 
recovery, he had withdrawn his objection. The SHO knew that the 
consultant had already explained the nature and purpose of the operation to 
the patient and he himself gave her a further explanation before witnessing 
her signature to the consent form. Though she was very ill, and as a result 
her signature was shaky, she was capable of understanding him and was not 
under sedation. I have seen the prescription sheets on which all drugs given 
to the patient were recorded, and confirmed that none of those administered 
at that time were sedatives. The ward sister told my officer that she had 
been present when the consultant had spoken to the patient during his ward 
round, and again later when the SHO had obtained her signature to the 
consent form. She was satisfied that the patient had understood what she 
was signing. I was unable to seek information from the consultant as he is no 
longer in the country. 


Findings 


5. I have been assured by the two responsible witnesses present when the 
complainant’s wife’s agreement to the operation was obtained that she was 
at the time capable of understanding its nature and purpose and of giving an 
informed consent. The difference in the quality of the signatures on the two 
consent forms which she signed is attributed to her lowered physical 
condition on the second occasion rather than to mental confusion, and I 
accept this. I do not therefore uphold this aspect of the complaint. 


(b) and (c) The complaints that requests by the complainant and his wife 
that she be returned to bed were ignored and that a cup of tea 
was left out of her reach 


6. In their reply the Authority told the complainant that it was necessary 
for patients to be mobilised after operations to prevent the onset of deep 
vein thrombosis, and that this must be encouraged even if uncomfortable for 
the patient. Sitting out of bed 13 hours was considered reasonable for the 
second day after an operation and there had been no question of the period 
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having been extended simply because a nurse could not be found. The fact 
that the cup of tea was out of the patient’s reach was due to carelessness by 
the staff, which had been drawn to their attention. The Authority apologised 
for the lapse. 


7. The complainant told my officer that both incidents had occurred on 
the same day. When he arrived to visit his wife at 7.00 pm he found she had 
been sitting in a chair since at least 3.00 pm when her tea had been brought. 
She told him she had asked earlier to go back to bed but that her request 
had been ignored, and no-one had been near her for some hours. The 
complainant said he went to the nurses’ station and spoke to a man he 
presumed was an orderly, who told him to wait until the visiting period had 
ended at 8.00 pm. But the man had then told him to wait still longer until 
the patients had been given cups of tea. At about 8.20 pm he brought two 
nurses who put the complainant’s wife back to bed. 


8. The nursing officer and the ward sister told my officer that they had 
discussed the complaint about nursing care with the complainant at a 
meeting on 28 June 1977. They had not at that time realised that the two 
complaints referred to incidents occurring on the same day, and they 
originally had also gained the impression that the alleged delay in putting 
the complainant’s wife back to bed had been for 13 hours only. A written 
reply later sent by the Authority reflected this understanding. 


9. The ward sister told my officer that it was routine procedure for all 
patients to rest in the afternoon and the patient would have got out of bed 
for her supper at about 5.30 pm; to sit out from then until after visiting time 
would have been quite usual, particularly as mobilisation was being 
encouraged. She said the only male member of the staff working on the 
ward at the time was a staff nurse, who had since left the hospital, and it 
must have been to him that the complainant had spoken. She felt it was not 
unreasonable for him to defer putting the patient back to bed since he would 
have needed help to do so, and this might not have been immediately 
available as staff would have been released for meal breaks during visiting 
hours. Furthermore it was against general practice for a male nurse by 
himself to attend to a female patient. 


10. The ward sister further told my officer that the teacup which the 
complainant saw on his wife’s locker when he visited her in the evening 
could not have been there since 3.00 pm. The cups used for patients’ 
afternoon tea were collected, washed and re-used for the tea given after the 
evening meal. In this case, a record was kept of the patient’s fluid intake, 
and the chart for 1 June which I have seen showed her to have drunk her 
afternoon cup of tea and part of that given to her after supper. The ward 
sister said that it was normal procedure for domestic staff to leave partly 
emptied cups for the attention of the nurse, who would record the patient’s 
fluid intake. She said that the complainant’s wife would not have been left 
unattended. In addition to receiving a meal and drinks, she had been given 
medication at 6.00 pm (this is confirmed by the prescription chart). Her 
temperature, pulse and respiration would have been checked and recorded 
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at intervals as a matter of routine. If these had not been satisfactory, she 
would have been put back to bed. : 


Findings 


11. It is standard hospital practice to get patients out of bed as soon as 
possible after operations to prevent complications that can otherwise occur. 
While I have been unable to establish exactly what happened on 1 June, I 
have no reason to suppose that the complainant’s wife was not dealt with in 
a normal manner; she would have got up after her rest in the afternoon and 
would have been attended to as part of the ward routine, much of which is 
recorded in the notes. There is therefore no evidence of her having been 
neglected or left alone for any length of time. I cannot determine whether 
she made requests to go back to bed which were refused, nor can I say what 
passed between the complainant and the male staff nurse, but I am satisfied 
that she was not out of bed as long as her husband thought. I have been 
assured that patients who show unusual distress are returned to bed, but this 
would be a matter within the professional judgement of the nurse in charge 
of the ward. I have no evidence that the charge nurse acted unreasonably in 
postponing the complainant’s wife’s return to bed until after visiting hours. 


12. The cup of tea which the complainant saw on his wife’s locker in the 
evening must have been there only since about 5.30 pm and no doubt it had 
been left for the fluid intake to be recorded. Some of the tea had been 
drunk, but it is not clear whether the complainant’s wife was given the 
opportunity to finish it. The Authority have however accepted that she could 
not reach it and have apologised to the complainant. 


(d) The complaint that a nurse was not available to bring a bed-pan, and that 
a nursing auxiliary needed his assistance to lift his wife 


13. The complainant told the Authority that on one occasion, before her 
operation, his wife had asked him to get a nurse as she needed a bed-pan. 
He said that the ward staff were missing and he eventually found an 
auxiliary nurse who came immediately. She could not lift his wife without 
help, and he had to assist her, causing his wife embarrassment. The 
Authority, in their reply, stated that they had been told that the complainant 
had agreed he did not use the nurse call system, which was designed to 
overcome the problems of a ward with small bed bays where nurses were 
often out of sight of patients. They understood that as soon as the 
complainant had contacted a nurse, his wife had received prompt attention, 
and that he had offered to help. Had he not done so the nurse would have 
sought help from a colleague. 


14. The complainant told my officer he had not used the nurse call system 
because he knew from experience that there would be a delay in it being 
answered and his wife needed the bed-pan quickly. My officer visited the 
ward and saw that the nurse call system provided for a buzzer at central 
points and a light indicator by each bed bay in the corridors and outside 
single rooms. These could only be cancelled at source, ie by answering the 
call. My officer formed the opinion that it would be quicker to use this 
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system than to search for a nurse, bearing in mind that some delay could in 
any case occur if nurses were busy with other patients. 


15. The note of the nurses’ meeting with the complainant records that he 
admitted to having offered his assistance to the nursing auxiliary, and the 
ward sister confirmed that this was the auxiliary’s recollection of the 
incident. She told my officer that, as the incident occurred some time before 
the operation, she did not think the auxiliary would have needed to ask for 
assistance. 


Findings 

16. The complainant has said that he did not use the nurse call system 
because he thought there might be a delay in the response to it. I cannot say 
what delays he might have experienced previously but if any they 
presumably occurred during visiting hours at a time when staffing would 
have been at a reduced level. In the event he found a nurse who came 
immediately; the fact that she was an auxiliary does not seem to be relevant. 
I am sure that, if he had displayed any reluctance to help the nurse lift his 
wife she would have sought help from a colleague if she had needed it. 


(e) The complaint that the bedclothes were bloodstained 


17. The complainant said that, on the third night after his wife’s 
operation, he and his son found, while visiting, that her bed linen was 
bloodstained. He regarded this as disgraceful and unhygienic. The 
Authority’s reply stated that the soiling of the sheet had occurred only a 
short while before it had been observed. Sheets had been changed 
frequently after the operation, and clean sheets were on the chair beside the 
bed at the time, ready for a further change. 


18. The nursing notes record that there was some leakage round the 
operation site on 2 June, and the ward sister told my officer that the 
resulting staining was the reason why clean sheets were by the bed. She 
explained that, because of the irregularity of public transport service to the 
hospital, relatives often arrived early, and would be allowed into the ward 
before the official visiting hour. She recalled that the complainant was often 
early and she thought it likely that his arrival had pre-empted the changing 
of the bed, since the staff tried not to disturb the patients and relatives for 
this purpose during visiting times. 


Findings 

19. The presence of clean sheets by the bed indicates that the nursing 
staff had observed that the sheets needed changing and I think it likely that 
they would have attended to the task sooner had not her visitors been 
present. 


(f) The complaint that her suitcase was left by the bed for ten days 


20. The complainant told the Authority that he considered it unhygienic 
for a suitcase to be left in the ward. The Authority in reply regretted that 
the case was beside the bed for so long, but said that the staff thought that 
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the complainant would be taking it home. They should have mentioned it to 
him when it was still there the day after admission, and an apology was 
given for the oversight. The Authority assured the complainant that the 
Suitcase had been moved daily to allow the floors to be cleaned. The 
complainant told my officer that, when his wife had previously been in 
hospital, he had been asked to take her case home, but on this occasion no 
one asked him and he had not mentioned it himself because he had expected 
her to be discharged at any time. 


Findings 


21. I accept the Authority’s assurance that the presence of the suitcase 
had no adverse effect on ward hygiene. It was unfortunate that no one 
explained to the complainant that he was expected to take it home but I 
note that he has received an apology for this. 


(g) The complaint about the way the complaint was handled 


22. The complainant’s first approach to the Authority was a telephone 
call to the ward on 13 June 1977. A statement completed during the 
Authority’s investigation by the ward sister who took the call says that he 
thanked her and her nurses for all they had done for his wife, but 
complained about the actions of medical staff. He was therefore referred to 
the consultant. A note in the medical notes dated 16 June indicates that the 
consultant urologist saw the complainant on that day, and lists a series of 
complaints about nursing care which had been raised in the discussion. On 
21 June the consultant wrote to the nursing officer, detailing the complaints, 
and suggesting that she arrange to see the complainant. This meeting took 
place on 28 June and explanations were given to the complainant by the 
nursing officer and ward sister which according to the ward sister’s statement 
were accepted by the complainant, but the following day in a telephone 
conversation with the nursing officer he indicated that he was not, after all, 
satisfied with what he had been told. 


23. Meanwhile, the complainant had contacted the secretary of the 
Community Health Council who sent a copy of his letter of complaint to the 
sector administrator of the hospital on 29 June. The letter detailed the 
complaints already discussed with the nursing staff and added the complaint 
about the consent form dealt with in paragraph 5 of my report. The sector 
administrator acknowledged the letter the day after it had arrived, and 
sought comments from the consultant and senior nursing officer. On 28 July 
he replied to the complainant on the lines given in the preceding paragraphs 
of my report and explaining that the medical aspects of the complaint would 
be dealt with by the consultant who was at the time on leave. On 9 
September the consultant wrote to the complainant as indicated in 
paragraph 2 of my report and had a further discussion with him on 15 
September. A reply was sent on 16 September to the Community Health 
Council, explaining what had been done. The complainant remained 
dissatisfied and on 3 November wrote to me asking me to investigate. 
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Findings 

24. The Authority took what I regard as the proper course in dealing 
with the complaints — first in giving the complainant an opportunity of 
discussing them with the staff concerned and then, when he remained 
dissatisfied, of giving him a formal written reply. Their enquiries were 
thorough, the replies given were comprehensive and explanatory and I have 
no criticism of the way they handled the complaint as put to them. 


Conclusion 


25. I have set out my findings on each point of the complaint. I have 
great sympathy for him in the sad loss of his wife but my investigation has 
not revealed any shortcomings other than those minor failures (paragraphs 
12 and 21) for which he has already received an apology from the 
Authority. 


Case No. W.287/77—78—Deficiencies in nursing care 


Complaint and background 


1. The complainant’s sister, aged 69, was admitted to hospital on 23 
March 1976. She underwent a colostomy operation on 26 March 1976 and 
was discharged on 15 April 1976. She died at home on 29 June 1976. The 
complainant was dissatisfied with certain aspects of the care and treatment 
her sister had received in hospital, and detailed her complaints at a meeting 
with the sector administrator of the hospital on 21 July 1976. A further 
meeting took place on 21 March 1977 following unsuccessful attempts to 
arrange an earlier date for it, and a summary of the discussion was sent 
to the complainant on 29 March. She remained dissatisfied, and on 
8 November her Member of Parliament asked me to investigate. 


2. She complains that: 


(a) her sister became incontinent whilst she was in hospital and there 
were delays in providing her with bed-pans; 


(b) her sister was told she would have to take responsibility for the 
cleaning of a chair and blanket which she had soiled; 


(c) pressure sores were allowed to develop on her sister’s buttocks and 
heel, and the sore on the heel became gangrenous; and she was not 
informed of these sores, learning of them only after her sister’s 
discharge home from hospital; 


(d) the needle of an intravenous drip had broken in her sister’s arm; 
(e) when her sister asked for an ECG examination she was told that 
neither a doctor nor an ECG machine was available; 


(f) the nursing staff displayed a lack of attention to her sister’s general 
nursing needs, particularly in relation to hygiene and at meal times; 
and 

(g) the Area Health Authority (the Authority) failed to give adequate 
explanation of the matters of which she complained. 
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Investigation 


(a) The complaint that her sister became incontinent whilst in hospital and of 
delays in providing bed-pans 

3. The Authority’s summary of the explanation given to the complainant 
at the meeting on 21 March stated that loss of bladder control often 
occurred in cases of intestinal blockage, and that the patient was 
catheterised on admission because she was ‘dribbling’ urine. After her 
operation, attempts were made to improve her bladder control by bladder 
drill, but these were unsuccessful. The Authority said that every effort was 
made to meet requests for bed-pans promptly, and the presence of visitors 
would not justify delay. They accepted that, if such delays did occur, they 
were very wrong and would not follow the pattern set by the sister in 
running her ward. The complainant denied that her sister ‘dribbled’ urine, 
and reaffirmed that she had been told by the ward sister that a bed-pan 
could not be supplied until after visiting hours. 


4. The sister who had been in charge of the ward at the time the patient 
was admitted told my officer that it had been expected that the patient 
would be operated upon immediately, but she had initially refused her 
consent and conservative treatment was started. She was unable to pass 
faeces or urine, but was dribbling small amounts of both. In order to relieve 
her of urine a catheter was used. I have seen the medical notes relating to 
her examination on the day of admission which referred to inoperable 
cancer of the rectum and recommended catheterisation, the administration 
of an enema and a flatus tube. The nursing records confirm that these 
instructions were put into effect. The consultant under whose care the 
patient had been before her admission and for the first few days afterwards 
told my officer that her history of urinary infection would have predisposed 
her to incontinence. 


5. In a statement made during the Authority’s investigation, the ward 
sister said that, following the operation, a programme of bladder training 
was instituted so that the use of the catheter might be discontinued, but this 
did not prove successful by the time the patient was discharged. She said 
that she had suggested to the complainant that her sister be fitted with an in- 
dwelling catheter before her discharge in order to make nursing at home 
easier and to lessen the hazard of bed sores, but the suggestion was refused. 
The medical notes contain an instruction dated 3 April that the catheter 
should be removed, and the nursing records show that two-hourly ‘bladder 
drills’ were carried out thereafter. 


6. One of the nurses interviewed by my officer recalled that during her 
visits the complainant had often asked for attention for her sister, including 
the provision of bed-pans. She said that these requests had always been 
complied with even though a bed-pan might have been provided only a short 
time before. Neither she, nor any of the other nurses interviewed could 
remember any complaint of delay being made at the time. 


Findings 
7. The evidence indicates that the patient’s condition on admission to 
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hospital involved faecal and urinary problems which required immediate 
treatment, and that this was given. There is no evidence to suggest that her 
subsequent incontinence arose from any failure on the part of hospital staff, 
and it is clear that considerable efforts were made to help the patient to 
overcome the problem. I have been unable to establish whether there was at 
any time undue delay in complying with the complainant’s request for bed- 
pans for her sister but I note the Authority’s assurance that such requests 
are normally granted without question. 


(b) The complaint that her sister was told she would have to take 
responsibility for the cleaning of a soiled chair and blanket 


8. The Authority’s summary explained that the statements the patient 
had attributed to the nursing staff did not represent hospital policy and 
presumably might only have been made in a joking manner by a junior 
member of staff. It was accepted that such comments would have upset the 
patient, and the Authority undertook to remind all staff to respect patients’ 
sensitivity. 


9. The ward sister informed my officer that it was impossible to identify 
the nurse who allegedly made these statements and none of the nurses 
interviewed could remember the incidents. She would have expected such 
comments to have been reported to her by the complainant at the time they 
came to her attention but she had not done so. In her statement to the 
Authority, the ward sister pointed out that the complainant visited twice a 
day and called at the ward office on each occasion. 


Findings 


10. In the absence of corroborative evidence I can add nothing to the 
possible explanation given by the Authority. 


(c) The complaint that pressure sores were allowed to develop, that one 
became gangrenous and that the complainant was not informed of their 
presence 


11. The Authority in their summary stated that the patient’s hemiplegia, 
the weakened condition caused by her intestinal obstruction and her 
incontinence of faeces and urine made her susceptible to bed sores. Pressure 
areas had been treated every four hours. They noted that the bed sores had 
healed after the patient’s return home, and accepted that the hospital’s 
nursing care could not be of the standard given by her sister on a ‘one to 
one’ basis. The ward sister had been of the opinion that she had told the 
complainant about her sister’s bed sores, but as the complainant was not 
convinced, they accepted the criticism of poor communication. They further 
stated that there was no evidence that the sore on her heel was gangrenous 
when the patient was in the hospital. 


12. The complainant disagreed with the Authority’s explanation, and 
argued that she had herself nursed her sister before her admission to 
hospital without sores developing. She pointed out that the patient needed 
to be turned every two hours, which could not have been done as on one 
occasion she had seen her sitting in a chair in the ward from 1.30 pm until 
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the evening visiting period. She said that she had not been told when the 
sores developed, and that the one on her heel had been identified as 
gangrenous when the district nurse called at her home to treat her sister. She 
agreed that the ward sister had spoken to her about the proposed visits of 
the district nurse, but maintained she had only discovered the sores when 
she had seen her sister’s body unclothed. 


13. The ward sister’s statement to the Authority said that the day 
following her admission the patient was placed on a ripple mattress and was 
nursed on this throughout her stay in hospital. The pressure areas were 
treated frequently and her position changed as much as possible but this was 
inhibited by the fact that she was hemiplegic and for a long time had 
intravenous fluids and drainage tubes in situ. She also had _ faecal 
incontinence due to her bowel obstruction and was incontinent of urine. The 
patient did develop a sore area on her sacrum of which the nursing staff 
were aware and this was frequently reviewed and treated accordingly. A 
blister developed on the patient’s heel, but this was known and treated by 
applying relieving pads. The ward sister confirmed these statements in her 
interview with my officer, and both she and the nursing officer expressed the 
opinion that the pressure area on the sacrum might have developed while 
the patient was necessarily immobilised while undergoing the operation. I 
have seen the nursing records, which indicate that, during the last few days 
of her stay, the patient was allowed out of bed to sit on a chair. Each day’s 
note contains reference to treatment of the pressure areas, and one of these 
mentions that a rubber ring was supplied. From 3 April, two-hourly bladder 
drill was instituted. 


14. The consultant told my officer that the patient was a fairly heavily 
built woman whose paralysis as a result of a stroke in 1974 had made her 
susceptible to pressure sores. This susceptibility had been increased 
following her colostomy operation, which had been a major one for such a 
patient. 


15. The ward sister told my officer that she was sure she had discussed 
the patient’s bed sores with her sister before her discharge. She had told her 
that the district nurse would be calling and explained what she would do. 
She had wished to keep the patient in hospital a few days longer to treat the 
sores, but the complainant was anxious to take her sister into her own care. 
The ward sister said that the sore on the heel was not gangrenous when the 
patient was discharged. 


16. The district nurse who described the sore on the heel as gangrenous 
told my officer that she had been one of a team of district nurses who 
attended the patient. She had first seen her with an auxiliary nurse on 20 
April (five days after her discharge from hospital) and it was then that she 
noticed that the sore was gangrenous. She had noted this on the record card 
because it had either not been there before or had not been noticed. 


Findings 
17. It is regrettable that the complainant’s sister should have developed 
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sores in hospital but I have been unable to establish precisely how or when 
they developed or their extent. I am however satisfied that they received 
regular attention from nursing staff. They had not cleared up by the time the 
patient was discharged, but there is no evidence to suggest that their 
persistence was due to neglect. The lapse of five days between the patient’s 
discharge and the discovery of gangrene in her heel makes it impossible to 
assess whether the condition developed in hospital, but on balance I would 
think it did not. There is a conflict between the statements of the 
complainant and the ward sister as to whether the discussion about the 
patient’s after care, which took place before discharge, included a reference 
to the bed sores, and I am unable to resolve it. 


(d) The complaint that the needle of an intravenous drip broke in her sister’s 
arm 


18. The complainant, in her comments on the Authority’s summary, said 
she had raised at the meeting on 21 March a complaint which had not been 
dealt with. This was that a drip had been inserted in her sister’s right arm, 
which caused her great pain. When she complained, it was transferred to the 
left arm. The complainant said she had been told that the needle had broken 
in the right arm. On raising this with the senior nursing officer, she had been 
told that the drip in the right arm had been inserted in the tissue instead of 
the vein. 


19. The senior nursing officer told my officer that it was not unusual for 
intravenous drips to run into the tissue, particularly where the movement of 
a patient caused the drip to slip. He was not aware of any such occurrence in 
this case, though he might have given the complainant a general explanation 
to this effect. The nursing notes record an entry for the night of 27 March 
‘I/V infusion discontinued as needle broke in half’. The senior nursing 
officer said that this note referred to the needle which was inserted into the 
feed bag or bottle through a rubber bung. There were difficulties at the time 
with unsatisfactory bungs. The instrument inserted into the arm was a 
cannula, a very fine plastic tube. For this to have broken in the arm would 
have been a serious matter and would have involved exploration of the vein 
to find the broken part. In this case, intravenous fluids had been 
recommenced the following day with fresh supplies. 


Findings 

20. It is not now clear why the drip was changed from the patient’s left 
arm to her right, but such a decision would be made solely in the exercise of 
professional judgement of the medical and nursing staff and I do not 
question it. The explanation given to my officer by the senior nursing officer 
about the broken needle will I hope reassure the complainant. 


(e) The complaint that a request for an ECG examination was refused 


21. The Authority stated in their summary that the patient’s request for 
an ECG examination did not appear to have been made to a senior member 
of staff, and they were at a loss to know why she received an unhelpful 
reply, as ECG facilities were available. The patient was regularly examined 
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by medical staff and was given at least one ECG examination during her 
Stay. 


22. The ward sister informed my officer that the patient had an ECG 
examination on 23 March as part of the routine admission procedure, and 
this is confirmed by the medical records. The ward sister said that she knew 
of no request by the patient for an ECG. Any such request would have been 
passed to her for forwarding to the house officer. 


Findings 


23. The need for ECG examination would be determined solely in the 
exercise of a doctor’s clinical judgement, and it would be a nurse’s duty to 
pass on a request for his consideration. I cannot now determine whether, 
and if so to whom, the patient made a request and I cannot therefore come 
to any conclusion on this aspect of the complaint. 


(f) The complaint of lack of general nursing care 


24. The complainant contended that her sister had received less attention 
than other patients in the ward. Specifically, she said that she had not 
received a visit from the hairdresser, and that on one occasion her meal was 
left uneaten on her locker, as she had been given no assistance in cutting it 
up and no attempt had been made to make it appear appetising. The 
Authority’s explanation was that every effort was made to give patients as 
much attention as possible. In a short stay it was not always possible for the 
hospital hairdresser to visit. They stated that there were occasions on which 
the patient refused to eat, but, although they had no record of the incident 
complained of, they accepted the criticism. 


25. The complainant, in her rejoinder, said that she had asked for the 
hairdressing service for her sister and had been prepared to pay for it, but 
this had been refused. She claimed that other patients had been obliged to 
help her sister cut up her food and said she was not surprised her sister 
could not eat the excessively large portions that were served. 


26. The ward sister told my officer that the patient did require some basic 
help at mealtimes, such as having her food cut up for her and help to get to 
a table, but she was otherwise able to feed herself. She said she knew 
nothing of the complainant’s request for the hairdressing service. None of 
the other nurses could remember the incidents complained of, and one told 
my officer that the complainant had, throughout her sister’s stay, remained 
friendly to the nursing staff and had made no complaint about her sister’s 
care. In fact she had left a letter of thanks and a book token in appreciation 
of the nurses’ attention. I have seen the staff records, which indicate that 

there was a full staff complement throughout the period of the patient’s stay, 
with the exception of the absence of two nurses for a week each, one on 
holiday and one owing to sickness. 
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Findings 

27. I have found no evidence to suggest that the attention that the patient 
received from the nurses was less than that given to other patients, having 
regard to her needs. The Authority accepted the complainant’s criticism 
about the uneaten meal left on the locker. 


(g) The complaint that the Authority failed to give adequate explanation 


28. After the complainant had detailed her complaints at the meeting 
with the sector administrator on 21 July 1976, the Authority carried out an 
investigation, and invited her to discuss the results with the sector 
administrator, the senior nursing officer and the ward sister. The meeting 
was to have taken place in October 1976, but the complainant was unable to 
attend. Attempts were made by the Authority to re-arrange the meeting, but 
without success. In the meantime, the complainant had written to her 
Member of Parliament, who sought the help of the Department of Health 
and Social Security. A report to the Department by the Authority dated 7 
January 1977 confirmed that efforts to arrange a meeting were continuing, 
but had been unsuccessful owing to the complainant’s unwillingness to 
participate. The discussion finally took place on 21 March, but the 
complainant was dissatisfied with the outcome and with the summary sent to 
her on 29 March. She again approached the Member, who was told by the 
Authority that they could add nothing to what they had already said. 


29. I have seen copies of statements from nursing and medical staff 
concerned obtained during the course of the Authority’s investigation. 
These support the explanations given to the complainant in the summary of 
the 21 March meeting. There is no mention in the summary or statements of 
the matter the complainant says she raised at the meeting relating to the 
alleged fracture of the drip-feed tube, nor is it mentioned in the subsequent 
letter to the Department in response to the complainant’s further 
representation. 


Findings ; 

30. My investigation has shown that the Authority conducted a thorough 
investigation of the complaints raised at the meeting on 21 July 1976. Their 
decision that the results would best be explained to her at a meeting with the 
staff concerned was, in my view, justified. It was unfortunate that difficulties 
should have arisen in arranging the meeting, but I have no evidence that the 
delay was due to any failure on the part of the Authority. The summary 
prepared after the 21 March 1977 meeting was detailed and sympathetic, 
and I find no fault with it except that it omitted one item the complainant 
said she raised. It was regrettable that this ommission was not discovered 
and remedied after the complainant had mentioned it in her letter of 16 
May but I accept that this was an isolated oversight. Nevertheless the 
Authority have asked me to apologise to the complainant on their behalf for 
failing to deal with this one item. 
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Conclusions 


31. It appears that the complainant did not take the opportunity to 
comment on her sister’s nursing care during her visits to the hospital. On the 
contrary the nurses gained the impression that she was satisfied with their 
efforts. Her first complaint was made more than two months after her 
sister’s discharge. As a result, it is understandable that the Authority’s 
investigation was not as conclusive as it might have been had the complaints 
been made earlier. I sympathise with the complainant in the loss of her 
sister, and note with admiration the devotion with which she cared for her in 
her last illness. The Authority admitted in their reply to the complaints that 
the hospital could not provide the standard of care she was able to maintain 
when she nursed her sister at home, but I have found no evidence to suggest 
that the patient did not receive adequate care within the constraints of the 
resources available. 


Case No. W.293/77—78—Maladministration by Family Practitioner 
Committee in dealing with a complaint 


Complaint 


1. A woman complains about the way in which the administrative staff of 
the Family Practitioner Committee (FPC) dealt with her representations 
when she complained about the services of a family practitioner (FP). 


Investigation 


2. On 11 August 1977 the complainant wrote to the FPC. She said she 
had consulted the FP, whom she had not seen before, about a pain in her 
arm. He had manipulated the arm, referred her to hospital for x-rays and, 
on receipt of the results, diagnosed arthritis. He prescribed pain-relieving 
medication and suggested physiotherapy. The complainant said that the 
manipulation had made the pain in her arm worse. The pain had abated a 
little but since the examination the arm had been disabled. She asked the 
FPC to arrange or suggest some means by which she could be ‘returned to 
normal’, ie the physical condition of her arm restored. After a telephoned 
reminder, the assistant administrator of the FPC replied on 24 August, 
regretting that the complainant had found it necessary to write concerning 
her health and telling her that the FPC was unable to help. He suggested 
that she should return to the FP and discuss with him how her problem 
could best be treated. 


3. The complainant wrote again on 26 and 27 August. She said she could 
not accept the advice to return to the FP since he had caused the damage to 
her arm and therefore to place any further confidence in this practice would 
be useless. She said that, if the FPC were unable to give her the advice she 
needed, they should refer her to those who could. She enclosed her medical 
card, requesting that arrangements be made for her to choose another 
doctor. She enquired whether there was a female doctor in practice near her 
_home as she did not wish to consult another male doctor. She asked for an 
up-to-date list of local NHS doctors, saying that the one she had already 
acquired was obsolete and that she had identified two errors in it. The FPC’s 
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reply, dated 1 September, explained that they could not take action on the 
complainant’s grievance against the FP because he had not been in breach of 
his contract, having treated her in accordance with his clinical assessment of 
her condition. Her wish not to return to the practice was noted and her 
medical card was returned with an endorsement enabling her to seek a 
change of doctor. The FPC’s letter explained that they could not 
recommend a particular doctor, but enclosed an up-to-date list of those in 
her locality. 


4. On 9 September the complainant again wrote asking for action to be 
taken on her complaint against the FP, quoting the information on her 
medical card which stated that such complaints should be put to the FPC. 
She wished to be given the name of some ‘genuine body’ through whom she 
could be referred to a specialist. She also mentioned that she had visited an 
address on the list sent to her on 1 September but found there was no doctor 
there. The FPC replied on 13 September, suggesting that a senior member 
of the staff should visit the complainant to discuss her problems, but she 
refused the offer, saying that she was interested only in curing her arm and 
that she did not wish to see anyone who was not medically qualified. She 
said she now hoped for a reply from the FPC which would ensure that a 
‘respectable specialist’ was asked to attempt the repair of her arm. 


5. The FPC’s reply of 26 September explained that its staff were not 
qualified to give medical advice; this, and referral to a specialist, could come 
only from a doctor. The FP had been contacted and had said that he or his 
partner would be happy to see the complainant and discuss the matter fully. 
If she did not wish to return to the surgery, her only course was to accept 
the advice given to her on 1 September, which made it clear that she could 
change her doctor if she wished. In her next letter dated 30 September, the 
complainant said her name should have already been removed from the FP’s 
list, as she had previously requested. She said she had contacted a female 
practitioner who was unable to take her, and repeated that she did not wish 
to consult another male doctor. She said she had not asked for advice but to 
be referred to the appropriate body. 


6. On 12 October the FPC wrote explaining that the complainant’s name 
still appeared on the FP’s list because neither she nor the FP had made a 
formal request for it to be removed, nor had the FPC been told that the 
complainant had secured acceptance by another doctor. The letter asked 
that since it appeared that she had not yet found another doctor, the 
complainant should give a formal instruction for her name to be removed. 
The letter also stated that nothing could be added to the advice previously 
given to her about the requirement that specialist treatment could only be 
obtained through a general practitioner. The complainant replied on 
15 October referring to her letter of 27 August and the FPC’s reply of 1 
September. The FPC made no further reply, and the complainant wrote to 
me on 12 November asking me to investigate. 


7. The assistant administrator of the FPC who dealt with the first letter of 
complaint told my officer that the FPC’s formal complaints procedure 
provided only for the investigation of allegations that an FP had been in 
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breach of his contract, and I know this to be so. Patients who complained 
about the conduct of doctors which did not fall within this category could be 
advised to complain to the General Medical Council or to change their 
doctors, but since either course of action could further damage the 
relationship between the patient and the doctor, the usual practice was to 
attempt to bring the parties together in the hope that the difference could be 
resolved by discussion. In the assistant administrator’s judgement, the 
complainant’s letter did not constitute a formal complaint as it did not allege 
any breach of contract and his reply of 24 August was in accordance with 
the accepted procedure. 


8. While the initial reply had been drafted personally by the assistant 
administrator, the subsequent correspondence was handled by an 
administrative officer. She explained to my officer that patients’ names were 
not deleted from FP’s lists until the FPC had received notification that they 
had been accepted by another doctor, or specific instructions were received 
from one of the parties involved. This was to ensure that treatment was 
available during the change-over period, if possible. She had thought the 
complainant would have known this but when she received her letter of 30 
September she realised that she did not, and her reply had explained the 
procedure. She had not told the complainant of her right to complain to the 
General Medical Council as she did not regard the complaint as sufficiently 
serious to warrant such referral. She said that the FPC’s directory of family 
practitioners, which contained about 650 names, was constantly changing. 
At the time of the complainant’s enquiries a new issue was due, and the 
copy available in libraries and post offices would therefore have been out of 
date, but the FPC circulated amendment lists regularly. My officer saw that 
the cover of the directory gave clear instructions that entries should be read 
in conjunction with amendment lists and that enquiries should be directed to 
the FPC. The administrative officer said that the list sent to the complainant 
had been up-to-date and she could not understand her later claim 
(paragraph 4) that it contained an incorrect address. 


9. The administrative officer said that when she received _ the 
complainant’s letter of 9 September she realised that there would be 
difficulty in resolving her problem by correspondence, and she felt that the 
best way of helping her was to visit her and advise her personally. She would 
then have been able to explain the limitations of the FPC’s powers to 
investigate her complaint or to arrange specialist treatment, to help her to 
find a new doctor, and to tell her about the functions of the General Medical 
Council in looking at complaints about the professional conduct of doctors. 
As the complainant had refused her offer of a meeting, she had contacted 
the FP, who said he had no knowledge of the complainant’s dissatisfaction; 
he or his partner would be quite happy to see her and discuss her difficulties 
with her. He had promised to arrange a specialist appointment if in his 
opinion this was necessary. This information had been contained in her 
letter of 26 September. 


Findings and conclusions 
10. The account of the complainant’s correspondence with the FPC is set 
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out in paragraphs 3-6 of this report. Her letters were lengthy and contained 
comments on matters not directly related to her complaint about the FP. 
Essentially however they indicated that she was concerned about three 
matters: her treatment by the FP; her wish to see a specialist; and her wish 
to change to another doctor, preferably female. Her first letter, while not 
specifically asking for an investigation, clearly stated her belief that the FP 
had caused or aggravated her disability. It also asked the FPC to arrange 
some means by which she could be ‘returned to normal’. The FPC’s reply 
merely said that ‘this office’ could do nothing to help her and advised her to 
return to her FP. I understand the FPC’s concern that the initial advice 
given to complainants should avoid aggravating any breach of the 
doctor/patient relationship, and I am sure this is the right course. 
Nevertheless, the tone of the complainant’s letter should have indicated that 
she was unlikely to be satisfied with a bald disclaimer of responsibility. I 
think that the FPC’s reply could have been more helpful, and in this respect 
I find the complaint justified. Her subsequent request for information about 
female doctors practising in the area could have been met without 
compromising the principle that individual doctors should not be 
recommended, but I have been advised that the FPC’s list gives the first 
names of all doctors and this should have enabled the complainant to 
identify those she might wish to approach. I have no criticism of the 
subsequent actions of the FPC. When their officer realised, at an early stage, 
that the complainant had misunderstood the information given to her she 
offered to discuss her complaint personally, and when this was refused she 
again sought to resolve the difficulty by asking the FP to see the 
complainant. She explained to her the reasons why the FPC could not 
investigate the complaint and why they could not offer medical advices or 
arrange for specialist treatment. The complainant was annoyed by the FPC’s 
reluctance to remove her from the FP’s list but I believe the FPC acted in 
the patient’s own interest in not wishing to leave her without recourse to 
treatment while she was seeking a change of doctor. I do not criticise the 
arrangements for the maintenance of the directory of FPs, which seem to be 
as effective as possible in view of the difficulty of keeping pace with constant 
changes. 


11. I understand that the complainant, since making her complaint, has 
been accepted on the list of another doctor in her locality. 


Case No. W.294/77—78—Inadequacies in nursing care and treatment, and 
rudeness by staff 


Complaint and background 


1. The complainant’s late mother was admitted to hospital A on 16 
September 1976. On 17 November 1976 she was transferred to hospital B 
where she died on 3 December 1976. The complainant states that: 


(a) an injury to her mother’s leg sustained whilst she was being 
transferred from her bed to a wheelchair on 20 September 1976 was 
caused by lack of care on the part of hospital staff and/or a safety 
hazard in the design of the wheelchair; 


(b) there was an unjustified delay of three hours before the injury was 
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attended to; 


(c) she was misinformed as to the extent of the injury, being told it 
required only ‘a couple’ of stitches, whereas 14 stitches were 
inserted; 


(d) a staff nurse who spoke to her on 22 September was rude to her; 
(e) a doctor who spoke to her on 24 September was also rude to her. 


Investigation 


2. Certain aspects of the complaint to me had not previously been 
brought to the attention of the Authority. I cannot normally investigate a 
complaint until the relevant body have had an opportunity of looking into it 
themselves, but I obtained the agreement of the Authority to the inclusion 
of these aspects in my investigation. 


(a) The complaint about the cause of the injury 


3. After her mother’s death, the complainant consulted solicitors, who 
complained on her behalf to the Authority about the injury suffered by the 
patient. Their letter of 17 December 1976 said that the patient had agreed 
to a request to be taken to the seminar room to be asked questions about 
her condition. On being assisted into a wheelchair, she sustained a serious 
cut on the back of her right leg, which required 12 or more stitches. They 
claimed that the wound had been caused by the metal step of the wheelchair 
not having been moved out of the way while the patient was being 
transferred, and that this represented negligence on the part of hospital 
staff. The Authority’s reply of 4 February 1977 denied negligence and 
pointed out that the patient had exceptionally frail skin which broke under 
the slightest pressure. The chair was in no way defective and the footrest 
was not a known hazard. On 8 March, the solicitors wrote again at the 
complainant’s request asking why a blanket was not wrapped around the 
patient’s legs, how the accident could have happened if the footrest was in 
its proper place and why a patient in such a frail condition was not taken to 
the seminar room in her bed. The letter also said that the procedure was 
carried out ‘in a rush’ and repeated the charge of negligence. The 
Authority’s further reply of 18 April said that, to wrap a blanket around a 
patient’s legs before she was moved to a wheelchair would restrict her 
movement, and would be dangerous in that the patient might over-balance. 
The standard nursing practice was first to place the blanket in the wheelchair 
and then to assist the patient to take her place in it, thereafter wrapping the 
blanket around the legs and feet while the patient was in the sitting position. 
They said the footrests were in the usual (raised) position when the patient 
was moved, and she caught her leg on one of them. On discovering the 
wound, the sister immediately checked the footrest for sharp edges and 
found it to be in perfect order. The patient had, at the time of the accident, 
been sitting out in a chair and moving about with assistance. Doctors 
considered she was fit to go to the post-graduate centre in a wheelchair but, 
in view of her accident, it was subsequently decided she should be taken in 
her bed. Although it was possible the ward was busy, there was no particular 
rush. 
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4. The ward sister, when interviewed by my officer, confirmed the 
account given by the Authority. The evening seminar which the patient had 
agreed to attend was held to enable doctors to discuss difficult cases, such as 
hers, where the diagnosis was still in doubt. The patient was not confined to 
bed, and, with help, could get out to go to the toilet and to sit in a chair. The 
wheelchair being used when the accident occurred had movable footrests. 
To enable the patient to mount the chair safely, the footrests were folded 
back vertically in line with the wheels, as to stand on them in the horizontal 
position would tip the chair forwards. As the patient was being helped into 
the chair she caught her leg on one of the footrests. The resulting injury is 
described in the accident form, completed by the sister at the time, as a 
laceration resulting in a two inch ‘V’ shaped skin flap. The medical notes 
refer to a large deep tear through skin into deep subcutaneous tissue. The 
ward sister told my officer that the patient’s skin was very brittle owing to 
prolonged exposure to steroid treatment, and the medical notes refer to the 
skin being ‘atrophic’. The sister said she examined the wheelchair after the 
accident and found nothing wrong. 


5. My officer examined a wheelchair similar to the one used to transport 
the patient. He looked for sharp or protruding edges, screws or bolts, which 
might have presented a hazard, but found none. 


Findings 

6. It is regrettable that the patient should have been injured in the course 
of being transferred to a wheelchair. I have been assured that the fragility of 
her skin was largely responsible for the extent of the injury, and I accept 
this. Her known susceptibility to such injuries would have counselled special 
care in circumstances where abrasions might occur, but I have found no 
evidence that there was any special hazard in the design or manufacture of 
the wheelchair, or in the procedure used to help the patient to get into it. 
Nor have I found any negligence on the part of the sister who carried out 
this procedure. 


(b) and (c) The complaints about the delay in treatment and the extent of the 
injury 

7. The complainant remained dissatisfied with the explanations given by 
the Authority in their letter of 18 April 1977 and on 16 May 1977 wrote to 
her Member of Parliament raising, amongst others, the additional complaint 
that, although her mother’s injury had been sustained at 6.00 pm it had not 
been stitched until 9.30 pm. She had been told the night the accident 
occurred that the wound required only ‘a couple’ of stitches, but the 
following day discovered that 14 stitches had been inserted. The Authority 
told me that when the wound was observed a pressure bandage was 
immediately applied, the patient returned to bed and a doctor called. He 
attended at 6.10 pm and examined the wound. I have seen the medical notes 
which confirm this. The notes also indicate that sutures were inserted at 9.15 
pm, but do not specify the number of stitches used. 


8. The ward sister told my officer that, after she had put the patient back 
to bed, she had applied a pressure bandage to the leg and called the house 
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officer. He had examined the leg and agreed with the action taken. He had 
decided that the wound did not need stitching immediately and arranged to 
treat it later that evening after the patient had returned from the seminar 
when the appropriate facilities would be available. The ward sister said that 
she had not deliberately misled the complainant about the number of 
stitches the wound required. She was unable to remember exactly what she 
had said, but agreed she would have played down the incident to allay the 
complainant’s anxiety. She said it would often be unwise for a nurse to 
explain to a relative in full detail the extent and nature of a patient’s 
injuries. 


9. The house officer who attended the patient told my officer that he had 
been called to see her just after the accident. He confirmed that the 
application of a pressure bandage had been the correct initial treatment. The 
most appropriate place to stitch the wound had been the treatment room in 
the Casualty Department but this had not been available until later in the 
evening. The delay had not been of clinical importance as there had been no 
urgent need for the wound to be stitched. 


Findings 


10. The doctor who saw the patient immediately after her accident 
assessed her need for treatment in accordance with the clinical urgency of 
her case and the demands on the available facilities. I do not question his 
actions. I do not think the ward sister intended to mislead the complainant, 
but she did ‘play down’ the extent of the wound and in doing so might have 
appeared to the complainant to be less concerned than the circumstances 
warranted, having regard to the way in which the injury was caused. I 
cannot now determine precisely what was said, and can therefore make no 
judgment on this aspect of the complaint. 


(d) and (e) The complaints that a doctor and nurse were rude 


11. The complainant told me that on the day of her mother’s accident, 
she had been told by the ward sister that she should ask to see a doctor for 
an explanation of her mother’s treatment. Next day, she knocked on the 
ward office door and asked the staff nurse on duty if she could see a doctor, 
but was told that no doctor was available. She had then complained about 
the injury to her mother’s leg, saying that it was disgraceful. She had then 
closed the office door and gone to her mother’s bed. A few moments later, 
the staff nurse had appeared and had told her in a loud voice in the hearing 
of her mother and other patients that if she was not satisfied with the 
treatment her mother was receiving she could remove her from the hospital. 
The complainant said she had reported the incident to a senior member of 
the nursing staff, whom she found extremely understanding and in whose 
hands she left the matter. She then made an appointment to see a 
consultant, and the interview took place two days later. He had been very 
rude to her and had shown himself to be upset at her having reported the 
staff nurse to her superior. He accused her of questioning his treatment of 
her mother and asked her if she wished him to continue in charge of her 
care or to arrange for her transfer to another hospital. The complainant said 
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she was shocked by the way she had been spoken to and, had she thought 
her mother able to stand the journey, would have accepted the offer of a 
transfer. 


12. The staff nurse told my officer that she had nursed the patient when 
she had previously been treated in the same hospital, and had found the 
complainant difficult to talk to and unfriendly. On the day in question, the 
complainant had burst into the ward office shouting that she thought it 
disgusting that people should be injured in hospital, and had then left, 
slamming the door. The staff nurse agreed that she had followed the 
complainant into the ward, but denied that she had shouted or been rude. 
She said she had been forthright with the complainant and had told her that 
if she did not agree with the treatment her mother was receiving she was 
free to take her home or to ask for her transfer to another hospital. The 
senior nursing officer told my officer that she remembered that the 
complainant had been to see her one evening and complained of a remark 
made to her by the staff nurse. She had promised to look into it, and had 
discussed the complaint with the staff nurse. She could not remember the 
details of either conversation. 


13. The consultant told my officer that he also had had frequent contact 
with the complainant over the many years that he had treated her mother. 
He agreed that he had spoken to her frankly and had told her that her 
mother’s continuing survival owed much to the efforts of the medical and 
nursing staff at the hospital. He had told her that her complaining attitude 
had upset the nursing staff who had been doing their best to help her 
mother. He denied that he had been rude to the complainant but accepted 
that he had been firm. He said that the patient herself had enjoyed an 
excellent relationship with the medical and nursing staff. She had for twelve 
years suffered many severe illnesses and had spent several periods in 
hospital. She had specifically requested admission to the hospital A. Her 
wishes as to treatment were respected, even against the better judgment of 
the medical staff, and the cardiac infection which had necessitated her 
original admission was cured and her leg injury completely healed by the 
time she left. Another doctor who had been present at this interview told my 
officer that the consultant had assured the complainant that he was prepared 
to go on treating her mother but that he must be allowed to do this as he 
saw fit. In her view, the consultant had been firm with the complainant but 
he had not been rude, and his comments had been necessary and justified. 


Findings 

14. I have no reason to believe that the staff nurse intended to be rude to 
the complainant and it seems likely that the remark complained of was made 
under some degree of provocation. It was, however, unfortunate that it 
should have been made in the presence of the patient and possibly of other 
occupants of the ward. The consultant felt it his duty, in the interests of staff 
morale, to speak to the complainant about what he regarded as her 
excessive tendency to complain about trivial incidents, and I am satisfied 
that he, too, had no intention other than to be firm. 
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Conclusions 


15. The patient had suffered a variety of serious illnesses over a long 
period, and [ can well understand the complainant’s wish to ensure that her 
treatment and care were of the highest standard. Her concern does, 
however, appear to have manifested itself in a manner which resulted in 
strained relationships between herself and the nursing and medical staff. I 
have, on the whole, been unable to uphold her specific complaints, and have 
found no evidence to suggest that the patient’s care and treatment were in 
any way deficient. It is possible that there were instances of reaction by the 
staff to what they regarded as unjustified criticism by the complainant, but I 
am satisfied that they felt they were acting in the best interests of the 
patient. 


Case No. W.295/77—78—Rudeness of a doctor and the Authority’s failure to 
reply to the complaint 


Complaint and background 


1. On 1 November 1977 the complainant had an outpatient appointment 
at a hospital. He arrived late for the appointment and was seen by a surgical 
registrar at about 1.00 pm, well after the clinic had ended. He complains 
that: 


(a) the registrar did not allow him to explain why he was unavoidably 
late for his appointment and was rude to him without justification, 
and the Area Health Authority (the Authority) failed to give him a 
satisfactory reply to his complaint; and 


(b) when he complained in June 1977 about the treatment he was 
receiving and the alleged remarks of a doctor he received no reply 
then, nor when he wrote again in November 1977. 


Investigation 
(a) The complaint about the outpatient appointment on 1 November 1977 


2. In a telephone conversation with one of my officers and in a letter to 
the Authority dated 2 November, the complainant said that his appointment 
on 1 November was for 10.45 am. He had to assist his invalid wife to dress 
and had to attend to her personal needs before he could leave for the 
hospital. Because of this, and delays with public transport, he did not arrive 
until 11.00 am. He said that the consultant who usually saw him was on 
leave and the clinic was being taken by his registrar. The complainant found 
that the registrar had left the clinic by the time he arrived; he said the 
registrar returned to see him at about 1.00 pm. The registrar did not give 
the complainant any opportunity to explain the reasons for his lateness but 
gave him a lecture on the necessity of being punctual for clinic appointments 
and said he had kept him from his lunch. The complainant told my officer 
that the registrar said to him that if he could not keep his next appointment 
on time ‘don’t bother to come near this hospital at all’. 
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3. The complainant told my officer he found the registrar’s behaviour con- 
trasted markedly with that of the consultant who, he said, he had always found 
to be helpful and sympathetic to his problem of reaching the hospital on time 
for his appointments. He also told my officer that the times of his previous 
appointments had varied from 9.45 am until midday but he was never seen by 
the consultant until midday. He was so upset by the registrar’s remarks that 
he went to the hospital administrative office to complain and saw an assistant 
administrator to whom he gave an account of his brush with the registrar, and 
requested an apology, which he said he had asked for within 48 hours. The 
administrator promised to look into the matter. The complainant then got in 
touch with my office and was advised to put the matter to the hospital in 
writing and to give them a reasonable opportunity to investigate and to reply. 
This he did. 


4. The hospital administrator acknowledged the letter on 4 November and 
sent a substantive reply to the complainant on 8 November. He said that his 
investigation had shown that the complainant arrived approximately one hour 
after the clinic had finished. The registrar had been covering the consultant’s 
work as well as his own and had. delayed his lunch in order to see the com- 
plainant, who, he said, had offered no explanation or apology for his lateness. 
The hospital administrator suggested in his reply that it was this which had 
prompted the registrar, who was unaware of the complainant’s domestic prob- 
lems, to remind the complainant that he should do his best to attend promptly 
in future, but said that he had not been rude. Although the complainant was 
upset by the registrar’s remarks the administrator felt that no apology was 
warranted. 


5. I was unable to interview the registrar as he is no longer resident in this 
country, but my officer spoke to the hospital administrator who had discussed 
the complaint with the registrar at the time. He confirmed the explanation 
given in the letter to the complainant, and added that the registrar had told 
him that two patients had been late on 1 November. One had apologised, but 
the complainant had seemed to take it for granted that he would be seen 
whatever time he arrived; nevertheless the registrar had denied that he had 
been rude. The hospital administrator did not think the registrar was aware 
that the complainant was usually seen by the consultant personally, nor did he 
think the registrar had been aware of the consultant’s knowledge of the 
complainant’s domestic problems and the special attention which was given 
him by the consultant who, he said, usually only saw new patients and patients 
who were attending for the second time. The administrator said the complain- 
ant was well known to the hospital staff, who made allowances for his diffi- 
culties. And he told my officer that appointments for this outpatient clinic 
were often over-booked at the beginning of the clinic to allow for the effect of 
non-attendance by some patients. Thus, by the end of the clinic, the timing of 
appointments would ‘even out’. 


6. The clinic sister and a male nurse who were on duty on 1 November 
told my officer they knew the complainant well. He was quite often late for 
his appointments but was seen by the consultant whatever time he arrived 
because it was known that he had difficulty in arriving on time. They said 
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that on 1 November he arrived about 12.15 pm which was after the time the 
clinic usually finished. The sister telephoned the registrar who said he would 
come as soon as he could. She was not present when the registrar arrived 
but the male nurse thought it was at about 12.40 pm. He said the registrar 
had asked the complainant why he was late and he had replied that he had 
missed the bus. The registrar had asked him to try and be more punctual in 
future. The male nurse did not consider that the registrar had spoken rudely 
to the complainant. 


Findings 


7. The complainant was usually seen by the consultant who was aware of 
his problems and treated his variable attendance times with toleration. On 
this occasion he was seen by a doctor new to him. The evidence suggests he 
arrived later than the time he thought but in any event there is no dispute 
that it was after the clinic had ended, the registrar having left to attend to 
other duties. Because the registrar’s evidence is not available I cannot 
resolve the precise words used when he saw the complainant, although it is 
clear that the complainant felt he had been rudely treated. I am satisfied that 
the registrar knew nothing of the complainant’s difficulties in reaching the 
clinic on time. It is not surprising, in the circumstances, that the registrar 
reproved the complainant for being late and I would not criticise him for 
this. 


(b) The complaint that he received no reply to his letter of 16 June, nor when 
he wrote again in November 


8. On 16 June the complainant wrote to the Authority about the medical 
treatment he was receiving. He said he had told a doctor on 9 June of his 
intention to complain; the doctor had become highly indignant, and an 
argument had developed in which, the complainant said, ‘I gave him as 
much as he gave me’. On 2 November, when he wrote about the incident of 
1 November, he also said he had been advised that he should have had a 
reply to ‘the final letter I sent to your admin’. 


9. The Authority told me that the letter of 16 June was acknowledged by 
the district administrator on 21 June and the complainant was told that his 
complaints would be investigated. But on 22 June the complainant 
telephoned the district offices to say that he wished to be seen by the 
consultant immediately or he would take the matter further. The consultant 
agreed to see him and a letter confirming this was sent to him on 28 June. 
No further reply was sent because it was believed that the complainant’s 
main aim had been to see the consultant and that any problems he had 
which were of a medical nature could be sorted out in the course of the 
interview. I was told that the hospital administrator had been unaware that 
this letter had referred to the June complaint (which had been sent to the 
district administrator). 


Findings 
10. The Authority did not reply formally to the complaints in the letter of 
16 June. It was clearly best that the complaints about medical treatment 
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should have been dealt with by the consultant, and it is reasonable that the 
Authority should have regarded the offer of a discussion as settling the 
matter, but they should have confirmed that in writing to the complainant. 
The complaint about the doctor’s attitude was clearly peripheral to the main 
issue, and the Authority were justified in believing that this would be 
resolved directly with the consultant. However, they should have told him 
that if the matter was not resolved to his satisfaction he could write to the 
district administrator again. When the complainant’s letter of 2 November 
mentioned an earlier letter an attempt should have been made to find out 
what this meant, by asking him for clarification. As it was, this aspect was 
not dealt with by the hospital administrator in his reply of 8 November. 


Conclusion 


11. It is clear that the complainant is well known to the hospital and I am 
satisfied that every effort is usually made to make allowances for his 
problems. I have found no evidence that the staff were rude on 1 November, 
and I hope he will feel reassured by my enquiries. However, I have criticised 
the Authority for aspects of the manner in which they dealt with his letters 
of 16 June and 2 November. The Authority have asked me to convey their 
apologies to the complainant for this and to repeat their regret that he was 
upset by the registrar’s remarks. 


Case No. W.336/77—78—The application of charges for NHS dentures 


Complaint and background 


1. In October 1976 the complainant was provided with a plastic denture 
by his dentist, for which he paid the standard charge. This denture broke on 
a number of occasions and his dentist agreed to supply a stronger one for 
him made of chrome cobalt. The understanding between them was that the 
complainant would be required to pay only the difference between the 
charge for the plastic denture and the charge for the chrome cobalt one but, 
about six months later, after the new denture had been fitted, the 
complainant was told that he would have to pay the full charge for the 
second denture. He complains that he should not have been charged for the 
second denture because the first one was inadequate and that the Area 
Health Authority Family Practitioner Services (FPS) initially led him to 
believe that this was so. He also complains that the FPS did not deal 
adequately with his subsequent representations. 


Jurisdiction 


2. Under the Act that governs my powers, I am not permitted to look 
into actions by dental practitioners in connection with the services they 
provide under contract with family practitioner committees. I cannot 
therefore comment on the actions of the dentist. I have, nevertheless, had to 
explain what the dentist did in order to make clear the part played by the 
FPS which is the subject of my investigation. 


Investigation 


3. The complainant told my officer that a plastic denture had been 
supplied by his dentist in October 1976 at a charge of £10.10. But the 
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denture had broken on the first day and, although it had been repaired free 
of charge, broke on several subsequent occasions. The complainant said that 
the dentist had explained to him that the cause of the breakage was his 
strong bite rather than any inadequacy in the manufacture of the denture 
and he had agreed that the dentist should supply him with a stronger 
denture made of chrome cobalt, on the understanding that he would be 
required to pay only the difference between the charge for a plastic denture 
and that for a chrome cobalt one — an amount, he said, of around £2 to £3. 


4. The new denture was fitted in March 1977 but the complainant said he 
made no payment at that time. He told my officer that he believed it was 
about the end of July that the dentist had asked him to sign the forms 
confirming that he had received the treatment and, at this stage, he still 
believed that he would be required to pay only the difference between the 
charges for the two dentures. A few days later, however, the complainant’s 
wife, who happened to be attending the dental surgery, was asked by the 
receptionist to pay £12 for his chrome cobalt denture, and she had done so. 


5. The complainant told my officer that he was very annoyed about this 
and had immediately taken it up with the dentist. In order to establish 
exactly what should be paid the dentist had telephoned the FPS for advice. 
The complainant said that both he and the dentist had spoken to an 
administrator (the administrative officer) and he had said that the 
complainant was liable to pay only the difference between the charges for 
the two dentures. The dentist had then refunded to him the £10.10 he had 
paid for the original denture. The complainant thought this was the end of 
the matter, but shortly afterwards he had had a letter from the dentist saying 
that the information provided by the FPS over the telephone was wrong and 
that he was liable to pay the full charge for the second denture. 


6. In his letter asking for the refund the dentist had told him that if he 
had any query about it he should get in touch with the administrative officer. 
He had done so and the administrative officer had told him that if he wished 
to make a complaint he should do so in writing. Accordingly he had written 
to the FPS on 28 August saying — ‘With further reference to the second 
charge for a denture, I understand that in private practice there would have 
been no liability to pay . . . Presumably NH treatment is regulated by 
statute, and if you would quote the legal authority, statute and regulation, I 
will consider the matter further’. On 2 September the FPS replied 
requesting further information and the complainant answered this letter on 
5 September, giving a short account of the difficulties he had had and saying 
that, as his original plastic denture had lasted only one day, he did not see 
why he should have to pay the full amount for the chrome cobalt one. He 
told my officer that both his letters were intended as formal complaints. The 
further reply from the FPS dated 12 September simply told him that the 
further charge was payable under the Regulations since the supply of the 
second denture constituted a new course of dental treatment. 


7. At this stage the complainant sought the help of his Member of 
Parliament, who took the case up with the Minister of State for Health. He 
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received a reply from the Joint Parliamentary Under Secretary saying that 
the complainant had the right to complain formally to the FPS (although the 
complaint seemed to be out of time) and that, if he did so, he had the right 
to appeal subsequently to the Secretary of State, and it would therefore be 
improper to comment further at that stage. The Member then referred the 
case to me on the grounds that the complainant had already complained to 
the FPS. 


8. In his discussion with my officer, the dentist confirmed the 
complainant’s account, apart from discrepancies about dates. He 
remembered agreeing with the complainant that he should pay only the 
difference between the charges for a chrome cobalt denture and a plastic 
one. He could not recall the circumstances in which the complainant’s wife 
had paid his receptionist the £12, but he did remember that the complainant 
had called at the surgery to dispute the payment and that they had both 
spoken on the telephone to an administrator at the FPS. As a result of what 
was said in these conversations he had refunded to the complainant the 
£10.10 which he had paid for the plastic denture. But soon afterwards he 
had received a letter from the FPS stating that the original information was 
incorrect and that the complainant ought to pay the full charge, but he had 
not kept a copy of it. He had written to the complainant explaining the 
situation and requesting the payment that was due, but the complainant had 
not paid him. I have been unable to find a copy of the letter to the dentist on 
the FPS files. 


9. When my officer discussed the complaint with officers of the FPS, the 
administrative officer could not recall the conversations and had made no 
record of them, but he agreed that he was very probably the officer to whom 
the complainant and the dentist had spoken. He said he believed that the 
supply of the chrome cobalt denture was a separate course of treatment and 
that a separate charge would therefore be due. He thought there could have 
been a misunderstanding over the telephone. He did make a note of a 
subsequent telephone conversation with the dentist which had taken place 
on 8 August because it had seemed possible from this that the complainant 
might pursue the matter further. I have seen a copy of this note which says, 
among other things, ‘opened new estimate therefore new patient’s fee 
required. Patient will probably dispute this. If so dentist will advise him to 
write to FPC’. The administrative officer said that he did not necessarily 
expect a complaint but thought that there might be a further enquiry from 
him. He added that he had no recollection of the conversation in which the 
complainant said he had been advised what to do if he wished to complain 
formally. 


10. The administrator of the FPS told my officer that in his view, the 
complainant’s letters were letters of enquiry rather than of complaint and 
the replies of the FPS had been based on this interpretation. They had not 
therefore considered it appropriate to tell the complainant about the formal 
complaints procedure. He added that, if it had been considered that the 
complainant was complaining about the adequacy of the plastic denture, the 
FPS might have been able to look into it; but it would have been very 
difficult to reach any conclusion. 
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Conclusions 


11. Charges payable by patients for dental appliances are laid down in 
the NHS (Charges) Regulations and it is not for family practitioner 
committees to vary these charges. Although I cannot say with certainty what 
took place in the telephone conversation between the administrative officer 
on the one hand and the complainant and the dentist on ihe other it seems 
clear that they had the impression that the FPS had given its approval to the 
agreement between the complainant and the dentist. And although there is 
no documentary evidence available, I believe that the FPS later told the 
dentist that the chrome cobalt denture should be treated as a separate 
charge. In my view the FPS ought to have told the complainant when he and 
the dentist telephoned them that they had no power to alter the charges and 
that if the complainant was dissatisfied with his plastic denture he should 
complain formally to the FPS. Had the complaint been upheld by the 
denture conciliation committee of the FPS they could have recommended to 
the Secretary of State for Social Services that the cost of the plastic denture 
be refunded. As regards the complainant’s subsequent letters to the FPS, I 
acknowledge that in both of them he enquired about the legal authority for 
the charges. But in his letter of 5 September, he says ‘I was informed I must 
pay the full amount again. I cannot see how I should pay a second time for 
something that lasted only one day . . .”. He went on to say that if the FPS 
would quote the exact legal authority for the charge he would ‘consider the 
matter further’. The FPS, in reply, referred him to the titles of the 
Regulations concerned. It seems to me quite clear that the complainant was 
complaining about his plastic denture and I think the FPS should have 
drawn his attention specifically to the Regulations governing complaints 
about the fit and efficiency of dentures and told him how to make a formal 
complaint if he was dissatisfied. 


12. It is now clearly too late for any conclusions to be reached on 
whether or not the complainant’s plastic denture was adequate and there 
would therefore be no point in the FPS considering the complaint at this 
stage. The FPS have asked me to apologise to him on their behalf for the 
shortcomings to which I have drawn attention. 


Case No. W.348/77-78—Failures in nursing care and communication with 
relatives 


Complaint and background 


1. On 25 March 1977, the complainant’s mother, aged 89, was visited at 
home, at the request of her family practitioner, by a consultant geriatrician 
(the consultant) from the hospital. On his recommendation, she attended 
the day hospital on 1 and 4 April for assessment. She was subsequently 
admitted to ward A of the hospital on 14 April and she died there on 4 
May. 


2. Between 19 May and 2 December, the complainant wrote five letters 
of complaint to the Area Health Authority (the Authority) about various 
aspects of her mother’s care. On 21 November she had a meeting with the 
consultant and the hospital secretary to discuss her complaints. She was not 


L535 


satisfied with the replies to her letters or the meeting and on 11 January she 
approached me. I agreed to undertake an investigation into her complaints 
that: 


(a) her mother was completely exhausted when she returned from her 
visits to the day hospital; additionally, the ambulance was three 
hours late collecting her on 1 April and she was given no lunch until 
she asked for it at 2.00 pm; 


(b) there were deficiencies in the nursing care afforded her mother in 
the hospital and failures by the nursing staff to co-operate with, and 
give information to, the complainant; and 


(c) the Authority failed to deal adequately with her complaints. 


Investigation 
The complaints about the day hospital 


3. In her letters to the Authority the complainant contended that her 
mother had been too weak to attend the day hospital and had returned 
home completely exhausted. She also complained that on 1 April the 
ambulance collected her mother-three hours late and she was given no lunch 
until she asked for it at 2.00 pm. The complainant told my officer that she 
had agreed to her mother’s attendance at the day hospital because her 
condition was deteriorating, she could no longer look after her properly 
herself, and she thought that assessment there would make it unnecessary 
for her to be treated as an in-patient. 


4. In their replies the Authority said that when the consultant saw the 
patient on 20 March he had found her general appearance satisfactory, her 
mental state normal and that with help she was able to walk slowly. He had 
felt that she would benefit from twice-weekly attendance at the day hospital: 
this was a decision within his clinical judgement. 


5. The consultant told my officer that when he saw the patient on 25 
March, he had considered that she would benefit from increased activity. I 
have seen a letter to her family practitioner on 28 March confirming that the 
consultant regarded her physical and mental condition as satisfactory. Notes 
made by a locum consultant, who saw her at the day hospital on 1 April, 
record that she was attending for rehabilitation especially mobilisation, and 
appeared mentally alert and not depressed. He told my officer she had been 
well enough to attend on that day. On 4 April she was seen by a clinical 
assistant who reviewed her medication and wrote to the complainant, 
thanking her for information on the tablets her mother had been having, and 
saying he would reassess the situation when her mother attended again. 


6. The sister in charge of the day hospital was not on duty on the two 
days the complainant’s mother attended; her staff nurse, who has now left 
the hospital, had been in charge. The sister told my officer that patients 
often felt exhausted when they first attended, if only from the ambulance 
journey and the change of routine. Tests were carried out in accordance 
with doctors’ instructions. The patient had routine tests on 1 April. Nurses 
would have ensured that she was not asked to do more than she could 
reasonably manage. 
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7. Ihave seen the form used to book the ambulance for the complainant’s 
mother; this shows that she was to be picked up at 9.30 am on each day of 
attendance. The clerks responsible told my officer that at the time of her 
attendance, all patients for the day hospital were told that they would be 
collected ‘sometime after 9.30 am’. I have ascertained from the records of 
the ambulance service that two vehicles were used to take patients to the 
day hospital, each making two journeys every day, planned in accordance 
with patients’ addresses. The patient was included in the second journey for 
1 April and was picked up at 11.05 am. The chief officer of the service said 
this was not unusual; it was impossible to adhere to a strict timetable 
because of the demands on the service and the limited resources. The sister 
and the clerical staff at the day hospital told my officer they had experienced 
difficulties with the late arrivals of ambulances and, in their comments to 
me, the Authority said the problem was so serious that it had been decided 
to discuss it with senior ambulance officers. 


8. The sister explained to my officer that the number of lunches ordered 
from the kitchen was based on the number of patients listed for attendance 
each day. The meals were in individual trays which retained heat for about 
an hour and a half, so that food could be kept hot for patients if necessary. 
She thought it possible that the patient could have been late for lunch 
because she was being examined by the locum consultant. He confirmed 
this, telling my officer that his examination could have taken up to 45 
minutes. As he saw follow-up patients before new ones, this patient could 
have been with him until after 12 noon, when lunch was usually served. 


Findings 


9. The consultant, his locum and the clinical assistant all concluded that 
the patient was fit to attend the day hospital. This is a decision arising solely 
from the exercise of their clinical judgement which I do not question. While 
the process of mobilising an elderly patient must inevitably involve 
unaccustomed physical effort, and therefore cause some fatigue, I have been 
assured that the complainant’s mother was not asked to do more than she 
could manage, and I have no reason to believe that her condition was not 
carefully observed. The complainant appears to have not fully appreciated 
the clinical policy of the day hospital. It seems likely that her mother was 
late for her lunch on 1 April because she was being examined by the locum 
consultant. I cannot determine whether she had to ask for a meal but if the 
usual procedure was followed, and I have found no evidence that it was not, 
one would have been ordered and kept hot for her until she was ready to eat 
EL: 


10. I have established that the ambulance collected the complainant’s 
mother on 1 April at least 13 hours after the time she was told to be ready. 
The ambulance service has acknowledged that it has difficulties in keeping 
to prearranged times for this kind of journey. I am glad to learn that the 
Authority intends to discuss the problem with senior ambulance officers. 
Meanwhile, it would reduce patients’ anxiety if they could be warned in 
advance not only that times given were uncertain, but also of the possible 
extent of the delay that might occur. 


P57 


The complaints about nursing care 


11. The complainant told the Authority that her mother, after her 
admission to the hospital on 14 April, had been exhausted by the hospital 
routine, which required her to sit in a chair all day; she had even been 
unable to hold her head upright. On 29 April she had appealed to the 
consultant, who agreed to let her mother go back to bed in the afternoons 
but she said the nurses had resented this and ‘taken it out’ on her mother. 
The complainant said that her mother had been treated generally with a lack 
of dignity and respect and cited incidents to illustrate the complaint. She 
told my officer that her mother was unable to feed herself, but the nurses 
did not help her and that food was taken from her before she had finished it; 
that her dentures were not cleaned by staff and the complainant had 
attended to this task herself, often noticing that there were no traces of food 
on them. On one occasion the bottom set of dentures had been inserted 
upside down. Frequently her mother was not properly dressed; sometimes 
underclothes were missing and once her dress was on back to front. In reply, 
the Authority said that patients were not obliged to sit up all day, but that to 
do so for at least part of the day was necessary to minimise the risk of chest 
infection. They said that this had been explained to the complainant by the 
consultant when she saw him on 29 April. The Authority did not accept that 
nursing staff had resented the subsequent change of routine.They said that 
the meal serving system was designed to aid patients’ rehabilitation and it 
was an accepted part of nurse training and procedure for nursing staff to 
feed patients unable to feed themselves. Their replies did not include a 
reference to the complaints about the cleaning of dentures or the way in 
which the complainant’s mother was dressed, and these matters are referred 
to in detail in paragraph 22. 


12. My officer saw three friends of the complainant’s mother separately. 
They had visited her on a number of different afternoons and on occasion 
they had found her with her head lolling to one side. One of them, who 
usually went with the complainant on her evening visits, recalled an occasion 
when the complainant’s mother, who was in bed, complained of pain. The 
nurse who attended to her said, unpleasantly, that she should expect to be in 
pain if she stayed in bed every day from 2.00 pm. This same friend 
confirmed that the complainant’s mother’s dentures had been put in upside 
down and rarely bore traces of food. All three said that sometimes she had 
not been properly dressed. 


13. The consultant told my officer that the usual practice on his wards 
was for patients to get up after breakfast and to go back to bed about 5.30 
pm. If the nurses considered this too strenuous for any patient they would 
tell the house officer, who would decide whether the routine should be 
altered. I have seen from the medical notes that she was seen by doctors on 
nine occasions before 29 April. No change of routine was apparently 
considered necessary. The consultant told my officer that when he saw the 
complainant on 29 April there was no clinical reason why the complainant’s 
mother should be in bed in the afternoons; however he had agreed to this to 
accommodate the complainant, who was clearly distressed, but had 
explained to her the dangers to elderly patients who lay in bed for long 
periods. 
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14. Of the nursing staff still on the ward, only the ward sister 
remembered the complainant’s mother. She confirmed that the complainant 
had asked her if her mother could stay in bed and she recalled explaining to 
her about the danger of chest infection in such circumstances. The nursing 
notes record five occasions before 29 April when the patient was observed 
to be leaning to one side or the other but the ward sister said she had not 
appeared to have had any difficulty in sitting in a chair for the required 
length of time. In any case this was rather less than for most patients as she 
was one of the last to be dressed in the morning. Neither the sister nor her 
staff had been disturbed by the consultant’s instructions to put the patient to 
bed in the afternoons. The senior nursing officer (the SNO) told my officer 
that meals were served in heat retaining trays so that nurses could help 
patients to eat in rotation. The ward sister said that the patient had been 
able to eat very little when she was first admitted because she had difficulty 
in swallowing. She had been given nourishing drinks and, with 
encouragement, her appetite had begun to return. The nursing notes record 
on 16 April that the patient took a light diet and fluids were encouraged. 
Periodically thereafter there are similiar entries. The sister said that patients’ 
dentures were taken out at night and cleaned. They were normally replaced 
unless it was found that the patient found it easier to drink without them. 
This task, and that of dressing patients, was often done by student nurses as 
part of their training. Their work was supervised as far as possible but 
mistakes could occur, and she thought that this could account for the 
denture having been inserted incorrectly and the clothing wrongly put on. 
She said that the patient was sometimes incontinent; her underclothes could 
have therefore been removed and an incontinence pad given temporarily. 
She recalled one occasion when the complainant had complained that her 
mother’s bodice (which supported her stockings) was not put on. The ward 
sister said that the patient herself had not wanted to wear it, but it was 
nevertheless put on after the complaint. 


Findings 


15. The nursing notes support the contention of the complainant and 
friends that her mother was sometimes unable to sit upright, and I can 
understand the complainant’s belief that her mother would have been 
happier and more comfortable in bed. However, her mother was out of bed 
in consequence of deliberate decisions made by doctors attending her arising 
solely from the exercise of their clinical judgement, which I do not question. 
The change in regime authorised by the consultant on 29 April was in 
compliance with the complainant’s wishes. I have been unable to establish 
whether the nurses resented this and I cannot therefore resolve this part of 
the complaint. I have established that, prior to 29 April, the complainant’s 
mother was out of bed during the morning and afternoon and it seems 
unfortunate that the Authority should have given a flat denial of the 
complainant’s assertion that her mother was up ‘all day’, without explaining 
what they meant by the expression. It was understandable that the 
complainant found the contradiction unacceptable. A simple statement of 
the facts would have resolved the matter. 
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16. I have ascertained that helping patients to eat, and cleaning their 
dentures, is a normal part of nursing routine, and I cannot accept the 
absence of food particles on her dentures as conclusive evidence of lack of 
nourishment. Nevertheless, the evidence suggests that some of the patient’s 
personal needs were not attended to as carefully as they should have been. I 
have been told that this could be due to mistakes by inexperienced junior 
staff, but if that is so the need for effective supervision is underlined. 


The complaints about nurses’ lack of co-operation 


17. The complainant told the Authority that she had been unable to 
establish a helpful relationship with the ward sister, who had insisted several 
times that her mother was improving and getting enough to eat, contrary to 
the complainant’s own observations. The complainant said that on 3 
May—the evening before her mother died—she had told the only nurse on 
the ward that her mother seemed very ill, but received no response. She had 
no opportunity to see a doctor to discuss her mother’s case until 29 April, 
although she accepted that her request to see the consultant on that day was 
met without delay. She told my officer that she had not realised that an 
earlier meeting could have been arranged through the nursing staff, who had 
never offered to do so. She had been willing to help her mother in eating 
and dressing but had been told she could not visit in the mornings or at 
meal-times. At a meeting with the hospital secretary and the consultant on 
21 November, she had learned that she should have been given an 
information booklet containing information on these matters. 


18. The Authority’s reply pointed out that it was felt by the medical and 
nursing staff that the treatment on the ward was best suited to the patient’s 
condition and that some effort should be made to rehabilitate her—she was 
slowly responding to treatment. The ward sister told my officer that the 
patient had been improving slowly and her death had come as a shock. She 
was not aware of any difficulties in her relationship with the complainant. 
They had discussed her mother’s progress, and the kind of food she 
particularly liked, and she remembered advising the complainant about the 
most convenient time for her to bring her handicapped brother to visit. The 
complainant had not told her she wished to see a doctor, but if the ward 
sister had thought there were problems she would have suggested it herself. 
She could not understand why, or by whom, the complainant should have 
been told she could not visit in the mornings; relatives were normally told 
that they could visit at any time after 10.30 am except on Mondays and 
Tuesdays when the consultants conducted their ward rounds. They could 
also visit at meal-times if they wished although most preferred not to do so. 
Information booklets were not always given to patients or their relatives 
who were often elderly and found the booklets confusing; they found it 
more helpful to be given specific information as and when they needed it. I 
have seen the information book which includes information about visiting 
times and explains that the ward sister may arrange for relatives to see a 
doctor to discuss patients’ treatment. 


19. The locum consultant told my officer that he had arranged the 
patient’s admission to hospital not because she was gravely ill or in danger 
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of her life but in order that she should have the advantage of services which 
would not be available for her at home and which would help her to become 
more independent. The complainant was very anxious about her mother’s 
condition and appeared to be in agreement with that proposal. The heart 
attack from which her mother died could have occurred at any time and was 
unconnected with either her treatment in hospital or with the heart 
condition which had been known previously to exist. Prior to it he felt that 
she had had a reasonable chance of rehabilitation, although she had been 
very weak. He concurred with the consultant’s view that, had it been clear 
that the complainant wished her mother to remain at home, and if 
arrangements had been made for adequate support to be available to help 
her, he would not have authorised admission to hospital. 


Findings 


20. The complainant’s mother was admitted to hospital because the 
doctors attending her thought she would benefit from rehabilitation. This 
decision arose solely in consequence of the exercise of their clinical 
judgment and I do not question it. Her subsequent treatment was in 
accordance with that objective, and I have been assured that, although 
weak, she was considered to have a reasonable prospect of improvement. I 
think therefore that the ward sister’s statements about the patient’s 
condition were made in good faith and that the complainant was not 
deliberately misled. There does, however, appear to have been some failure 
in communication in that the ward sister did not realise the extent of the 
complainant’s dissatisfaction. Had she done so, I believe she would have 
tried to rectify the situation. Furthermore some of the complainant’s 
misunderstandings could have been resolved had she received a copy of the 
information booklet. I am concerned that this failure was in accordance with 
the policy of the unit. I now learn that arrangements have been made for the 
consultant to carry copies of the booklet for prospective patients and 
relatives when he visits them at home. Steps have also been taken to ensure 
that stocks are held on wards, for handing to patients and relatives as a 
matter of routine. I am unable to establish what passed between a nurse and 
the complainant on 3 May, since none of the nurses who were on duty that 
evening can recall the incident. 


The complaint about the way the complaint was handled 


21. The complainant wrote to the secretary of the hospital on 19 May 
1977. He acknowledged the letter on 1 June saying he had sought comments 
from the consultant and senior nursing officer and would write again when 
these were received. The next letter the complainant received was from the 
head of the support services and general administrative division and dealt 
with her complaints about her mother’s medical and nursing care. The letter 
said that she had been slowly responding to treatment and that it was 
thought that it would have been possible for her to be rehabilitated and 
discharged. The letter said that the staff felt that her comments challenged 
their competence and denied that the treatment given to her mother was 
either misguided or unfeeling. It concluded with an offer of condolence and 
a commendation of the devoted attention the complainant had given to her 
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mother. On 2 July, the complainant replied to the support services manager 
challenging the statements that her mother was capable of rehabilitation and 
had been responding to treatment and claiming that, on the contrary, she 
was definitely failing. She repeated her dissatisfaction with her mother’s 
nursing care and asked what action would have been taken had it been 
decided that her mother was not suitable for rehabilitation and that her 
heart was failing. The letter was acknowledged on 5 July and a further reply 
from the support services manager dated 28 July gave an assurance that 
long-stay patients were periodically assessed and arrangements made to give 
them the correct treatment in the appropriate setting, including a transfer 
elsewhere if the need arose. The complainant remained dissatisfied and 
wrote to the area administrator on 16 August 1977. An acknowledgement 
was sent on 23 August and the area administrator sent a detailed reply on 4 
October. On 6 October the complainant wrote to the area administrator 
reiterating several of her complaints, and as a result the meeting with the 
hospital secretary and the consultant was arranged for 21 November. On 2 
December the complainant wrote a further letter to the area administrator 
saying that she was grateful for the meeting but that, had she had more 
ready access to the consultant during her mother’s stay in hospital there 
would have been a clearer understanding between them about her mother’s 
needs. She was still dissatisfied, however, and intended to pursue the matter 
further subject to the area administrator’s reply. On 7 December he wrote 
and told her he could add nothing to his previous replies and on 11 January 
the complainant wrote to me. 


22. The investigation of the complainant’s first three letters was handled 
by the hospital secretary. On receipt of each, he sent a copy to the 
consultant and the SNO asking for their comments. The consultant 
responded to all three requests with information about the medical aspects 
of the complaints, which were concerned essentially with the wisdom of the 
decision to send the complainant’s mother to the day hospital, to admit her 
to the hospital for rehabilitation and to let her sit up all day. The SNO told 
my officer he discussed the complainant’s first letter with the appropriate 
nursing officer and the ward sister before submitting comments. He did not 
feel there was anything to add in replying to the second letter, and he had 
not received the copy of the third letter to the area administrator. The 
replies to the complainant therefore contained no comments about the 
cleaning of her mother’s dentures, the way she was dressed or about the 
alleged failure of the nurse to reply when spoken to on 3 May. There was 
also no reference in the area administrator’s reply to the third letter to the 
complaint about the late arrival of the ambulance and the lateness of her 
mother’s lunch. In their comments to me, the Authority said that these 
aspects had been overlooked because they had been concentrating on 
replying to the medical and nursing complaints. 


23. The support services manager told my officer that the meeting on 21 
November had been arranged because the complainant had not been 
satisfied with the written explanations. He felt that only those most closely 
involved should be present and so only the hospital secretary and the 
consultant attended. They told my officer that the complainant had 
concentrated on the medical aspects of her complaint and that they had 
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believed she went away satisfied. I have seen a letter written by the hospital 
secretary to the support services manager on 28 November which reflects 
this view. He wrote to all wards to remind them that it was the district’s 
policy to allow relatives to visit elderly patients at any time which did not 
conflict with doctors’ rounds, and he made arrangements for the distribution 
of information booklets as stated in paragraph 20. 


Findings 


24. The information given to the complainant by the Authority in reply 
to her complaints is summarised in the relevant preceding paragraphs of this 
report. The medical aspects concerned her disagreement with the handling 
of her mother’s case. This was a matter of clinical judgment, which the 
Authority tried to explain, and I consider their replies were reasonable. The 
complainant then had an opportunity to clarify matters when she met the 
consultant and I do not think more could have been done in this respect. 
However, in my view the replies to her complaints about the nursing care 
were inadequate, partly because the SNO did not receive a copy of the third 
letter. This was unfortunate. I think the matter should have been followed 
up and as nursing care figured so prominently in the complaints the SNO 
should have been invited to attend the meeting on 21 November. The 
Authority also failed to answer all the points about the complainant’s 
mother’s day hospital attendance. The Authority’s have told me that they 
will apologise to the complainant for these shortcomings. 


Conclusion 


25. I have set out my findings on each aspect of this complaint in the 
preceding paragraphs. I have made some criticism of the nursing care given 
to the complainant’s mother and of the way the Authority handled the 
complaint, and I have been concerned that the complainant was not given an 
information booklet. It has become apparent in the course of my 
investigation that there was a difference of view between the complainant 
and the doctors concerned as to the purpose of her mother’s admission. 
When her mother was admitted to hospital, the complainant thought she 
was acutely ill, even possibly dying, and would be treated for the acute 
illness. Consequently the hospital’s normal rehabilitation procedures 
appeared to her to be mistaken and unfeeling. The complainant cared 
devotedly for her mother for many years, and I can appreciate her distress 
when she died. 


Case No. W.358/77—78—Inadequate nursing supervision and care, and lack 
of information to relatives about a _ patient’s 
condition 


Complaint and background 


1. On 2 June 1977 the complainant’s father was admitted to wing A of 
the hospital. On 3 June he was discharged but was readmitted later that 
night. He died in hospital on 10 June 1977. The complainant contends that: 
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(a) she was given misleading information about her father’s condition; 
(6) the administration of her father’s drugs was lax; 


(c) the nursing supervision, both when her father collapsed in the 
hospital grounds on 2 June 1977 and again on the day of his death, 
was inadequate; 


(d) baths on the ward were dirty; 


(e) a charge nurse announced loudly that her father had been 
incontinent; 


(f) her father’s clothing was returned to her with bloodstains on it; and 


(g) the investigation into her complaints by the Area Health Authority 
ga b y 
(the Authority) was inadequate and took too long to complete. 


In addition, in her letter to me, the complainant made a number of 
complaints about the diagnosis and treatment of her father. In an interview 
with the complainant one of my officers explained to her that I am 
precluded from investigating actions which in my opinion, are taken by 
doctors solely in the exercise of their clinical judgment and that I could not 
look into these aspects of her complaint. However, I have included 
references to the medical background in the course of my report in order to 
clarify the circumstances which gave rise to the complaint. 


Investigation 


(a) The complaint about the misleading information 


2. The complainant told the Authority in her letter of complaint dated 
1 July 1977 that, during her father’s stay in hospital, the relatives were 
repeatedly told that his condition was not serious. She said that she had 
been told by the doctors that he was exaggerating the seriousness of his 
attacks, which could be psychosomatic, and that he would grow out of the 
condition. After his death, and the post-mortem examination, the relatives 
were told at a meeting with the consultant and other doctors involved in his 
treatment that no reason could be found for the attacks, which were 
considered to be unusual. The Authority’s written reply to the complainant 
did not deal with this part of the complaint because, they said, the medical 
aspects had been discussed at her meeting with the consultant. 


3. The consultant told my officer that the complainant’s father had been 
referred to him by the doctor in charge of the diabetic clinic which he had 
been attending as an out-patient. He had been asked to carry out a cardiac 
examination to determine whether the fainting fits the patient had been 
experiencing could be associated with a heart condition. The complainant’s 
father had been fitted with a 24-hour cardiac monitor and, in order to obtain 
a true picture of his heart action, the consultant and his team had agreed 
that he should not be confined to bed but should move about freely. He had, 
in fact, experienced a fainting attack while fitted with the monitor but there 
had been no significant change in his heart rhythm. Other tests and 
observations made by the medical team during an actual attack had not 
enabled them to reach a diagnosis. Both the consultant and his senior house 
officer said that during the patient’s period in hospital they had spoken at 
length to his relatives but had not found it easy to communicate with them. 
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In particular, they had resented their suggestion that the fainting attacks 
might have a functional cause. The consultant and his team told my officer 
that they themselves had not expected the complainant’s father’s death and 
they therefore thought it very understandable that the relatives should have 
been shocked and upset by it. 


4. The charge nurse responsible for the complainant’s father’s care told 
my officer that he remembered him and his relatives clearly. He had found 
the patient and his wife friendly and co-operative, but the complainant and 
her sister had been less receptive to the information he had tried to give. He 
was disappointed that the staff had not been able to establish closer 
relationships with them. 


5. The consultant told my officer that, following the patient’s death, he 
and the other members of his medical team had had a long meeting with the 
complainant. He felt that she had been given as full an explanation of the 
medical aspects of her father’s care as he could provide. He had written to 
her on 1 August 1977 enclosing a copy of the post-mortem report and had 
offered to answer any questions that she had about it. On 8 August the 
complainant asked whether the words ‘convolutions’ and ‘coronary’ should 
have been ‘convulsions’ and ‘carotid’ in the text of the post-mortem report. 
The consultant wrote on 18 August and confirmed that these were errors in 
the text. 


Findings 

6. It is clear that the complainant’s father’s death came as an unexpected 
shock to the relatives and that, as a result, they felt they had not been fully 
informed about his condition. The team of doctors involved in his care have 
assured me that they, too, had not expected the patient’s sudden death and 
they had kept the relatives informed of what they knew themselves. I can 
well understand the relatives’ feelings but I have found no evidence that 
information was withheld from them and I believe that the death was 
unexpected to all concerned. 


(b) The complaint that the administration of her father’s drugs was lax 


7. The complainant told the Authority that on the morning of 6 June the 
night staff gave her father his pills just before they went off duty. Shortly 
afterwards the day staff woke him up and repeated the dose. She also said 
that glycerine trinitrate prescribed for her father had not been readily 
available to him at the time of his death. In their reply the Authority assured 
the complainant that drugs prescribed for her father were correctly 
provided, but they did not amplify this statement. 


8. The charge nurse told my officer that because the diagnosis of the 
patient’s illness remained in doubt, the effect of each drug administration 
was to be carefully observed in case the drugs themselves were unsuitable. 
Patients under treatment for heart condition were often allowed to retain a 
supply of glycerine trinitrate to take when they felt the need; but in this case 
the doctors had ordered that the complainant’s father should have it only on 
request so that the nursing staff would know when it had been taken and 
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what the effects were. The document recording the daily administration of 
drugs shows that, as prescribed, drugs were given to him at 10.00 am on 5, 
6, 7 and 8 June. The time that the second daily doses were administered is, 
however, not clear. It appears from the documentation that the 10.00 pm 
dose on 4 June was marked with a query and that a dose may have been 
administered, instead, at 6.00 am on 5 June. The 10.00 pm entry on 5 June 
bears the word ‘omit’ and that for 6 June carries an arrow pointing to the 
10.00 pm column from the entry which has been made in the 6.00 pm 
column. The entries for 7 and 8 June both record the administration at 
10.00 pm. 


Findings 

9. The control on the availability of the glycerine trinitrate is 
understandable in the circumstances. There is some doubt about the times at 
which drugs were given to the complainant’s father. I cannot now resolve it 
but I think that the Authority’s assurance to the complainant (paragraph 7) 
cannot be completely substantiated by the evidence available to me. There 
is, however, no evidence to suggest that two doses were given on the 
morning of 6 June. 


(c) The complaint that nursing supervision was inadequate 


10. The complainant told the Authority of two particular incidents. The 
first took place on 2 June when her father had been allowed to go into the 
grounds of the hospital with her, but there had been no nurse with them; he 
had collapsed and a porter had been called to take him back to the ward. 
The second was on 10 June at 6.30 pm when her father left his bed to go to 
the lavatory and, when he got back, his bed was found to have been soiled 
as a result of a fainting fit in the morning. The complainant’s brother went 
home to get clean pyjamas. She went with him when he returned and asked 
for clean sheets and changed the bed with the help of a nurse. Meanwhile 
her father had gone to the shower and collapsed. He was helped back to his 
bed by the nurses, and given a bed-pan. The nurse attending him then left to 
seek advice from from another nurse and the complainant was left alone to 
remove her father from the bed-pan and to clean him. He then had another 
attack and the complainant called for a nurse to fetch a doctor. She was then 
asked to leave the bedside and her father died shortly afterwards. 


11. In their reply the Authority agreed that the patient had been allowed 
out in the grounds on 2 June; they said that porters were instructed to 
return patients to their wards except in emergencies. They confirmed that on 
10 June the complainant’s father had got out of bed to go to the lavatory. 
He had soiled the bed before getting up but the sheets were afterwards 
changed by a nurse. The bed had not stayed soiled since the attack in the 
morning, as he had not then been incontinent. They understood that the son 
had returned home for clean pyjamas, as the patient did not wish to use 
those issued by the hospital. They said that after his collapse in the shower 
the nursing staff had helped the patient back to bed and that his pulse and 
blood pressure had been checked and found satisfactory. A bed-pan was 
brought to him and he was cleaned and made comfortable. He had then 
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suffered a further attack and the nurse had again checked his pulse and 
blood pressure before leaving to call a doctor. The patient then had a third 
attack and the cardiac arrest procedure was initiated. It had been 
unavoidable for the complainant to be left alone with her father while the 
nurse was telephoning the doctor. 


12. The nursing officer and the senior nursing officer in separate 
interviews confirmed the account given by the Authority in their reply and 
said that the ward had been adequately staffed while the complainant’s 
father was in hospital, with at least five trained nurses to the 28 beds on the 
ward. At the time of his death there might have been fewer nurses on the 
ward as it coincided with the supper break but the nursing officer assured 
my officer that the initiation of the cardiac arrest procedure, which had 
taken place before the arrival of the doctor, showed that the patient had 
received the correct treatment from the nurses on duty. He said that the 
doctor had been called before the need for the emergency procedure had 
arisen. 


13. The consultant confirmed that it was with his approval that the 
patient had been allowed free movement in order to obtain an accurate 
picture of his heart activity. He did not feel that his condition was serious 
enough at the time to warrant bed rest or the constant attention of a nurse 
and this had not been ordered. 


Findings 


14. The patient had been given permission to leave the ward on 2 June 
under the medical instruction which allowed him freedom of movement 
without nursing supervision. He was escorted by his daughter, who was able 
to summon help to return him to the ward when he collapsed. I have been 
told that porters have instructions to return patients to their wards unless 
they require urgent medical attention. I am satisfied that the ward was 
adequately staffed on 10 June and that the nurse who left the patient alone 
with a relative did so to summon necessary assistance. It was, in my view, of 
paramount importance for the nurse to have given priority to his medical 
needs. There is a discrepancy between the account given by the complainant 
and that of the Authority, but the complainant’s own account indicates that 
a nurse was within call and responded quickly to her request for medical 
help. 


(d) The complaint about the baths 


15. The complainant told the Authority that the baths on the ward were 
dirty, and that, when her father had complained about them, he had been 
told that it was the patient’s responsibility to clean them. 


16. In their reply the Authority acknowledged that the baths were old 
and discoloured by use but that they were regularly cleaned by domestic 
staff and by the nurses after use by the patients. They apologised if the 
complainant’s father had been told that it was the patient’s responsibility to 
clean them as this was not so. 
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17. The senior nursing officer, nursing officer, and charge nurse all told 
my officer that they would expect a patient to rinse the bath after use, in the 
same way as anyone would at home. Patients would not, however, be 
expected to scour the bath. My officer examined the baths in the ward 
concerned and confirmed that they were discoloured by use but, although 
they had just been used, they were not dirty when he saw them. 


Findings 

18. I think it likely that it was the discolouration of the baths which gave 
the complainant the impression that they had not been adequately cleaned. I 
regard it as reasonavle that a mobile patient using the bath without 
supervision should be expected to rinse it after use, and I think there must 
have been a misunderstanding about what her father was told. 


(e) The complaint that the charge nurse announced loudly that her father had 
been incontinent 


19. The complainant told the Authority that on one occasion during 
visiting hours a charge nurse had loudly advertised the fact that her father 
had been incontinent. She said this was very insulting. In their reply, the 
Authority said that, without knowing specifically when the incident took 
place, it was difficult for them to investigate it. They added that it was 
important for nursing staff to record incontinence after a collapse and that a 
nurse might well have enquired about this, but they apologised if it had been 
done in a tactless or offensive way. 


20. My officer interviewed the only charge nurse who had been working 
on the ward during the complainant’s father’s stay in hospital. He said he 
would never announce loudly a patient’s incontinence; but he confirmed that 
he might well have enquired about it as it was an important part of the 
observation of the patient’s attacks. 


Findings 

21. I think the Authority could have been more helpful in their reply on 
this point, as it was clear which nurse was involved in this aspect to the 
complaint. I cannot now determine what happened but I hope that all 
nursing staff at the hospital are warned about discussing such sensitive 
matters within earshot of other patients or their relatives. 


(f) The complaint that her father’s clothing was returned to her in a blood- 
stained condition 


22. The complainant told the Authority that when the relatives had 
collected her father’s belongings from the hospital they were not warned 
that his clothes were stained with blood. The Authority in their reply 
apologised for any distress caused by this and said that it was the hospital’s 
duty to pass on a deceased person’s clothing to the relatives, but that stained 
clothing should have been put aside until it had been confirmed that the 
relatives wished to receive it. The charge nurse told my officer that the 
hospital had no facilities for laundering personal clothing. 
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Findings 

23. I have been told that it was the complainant’s father’s wish to use his 
own pyjamas rather than those provided by the hospital. I realise that the 
hospital have a duty to return a patient’s possessions, including clothing, but 
I think that it was very insensitive to return clothing that was blood-stained 
without telling the relatives first. The Authority have acknowledged this and 
have apologised for the oversight. I hope that staff will have their attention 
drawn to this so that any similar occurrence will be avoided. 


(g) The complaint about the delay and inadequacy of the Authority’s 
investigation 

24. The letter of complaint dated 1 July 1977 was addressed to the 
administrator of the hospital and she also sent a copy to the district 
administrator of the health district, asking for her complaint to be given 
serious attention. The hospital administrator acknowledged the letter on 6 
July, saying that the circumstances were being investigated and that he 
would write again as soon as possible. He wrote to the doctors concerned, 
asking them to deal with the medical aspects, and sought a report on the 
complaints about nursing care from the nursing officer. 


25. Correspondence I have seen indicates that the reports requested by 
the hospital administrator on 6 July 1977 were supplied promptly and that 
he prepared a draft reply which was submitted on 4 August to the general 
administrator, the health district, who was responsible for dealing with 
complaints. Apart from drafting revisions, this is essentially the reply that 
was eventually sent to the complainant on 31 March 1978 and to which I 
have referred in this report. The general administrator told my officer that 
dealing with complaints had been only part of his duties and the job had 
therefore not received much attention. He said that the delay in replying to 
the complainant was regrettable and he was to blame. He added that the 
present procedure, which was under the control of a senior administrative 
assistant, provided for the recording of action taken from the receipt of a 
complaint until the despatch of the final reply. He felt that this should 
obviate delays in the future. 


Findings 

26. The Authority’s eventual reply dealt with most of the complaints put 
by the complainant. I think, however, that their reassurance (paragraph 7) 
about the administration of drugs was inadequate. In addition I think their 
reply about supervision in the grounds on 2 June (paragraph 11) could have 
been fuller, and that their answer to the complaint about the charge nurse 
(paragraph 19) could have been more specific since his identity was not in 
doubt. However, I find it very disturbing that no action should have been 
taken on a draft letter for nearly eight months and I am especially concerned 
at the reason given for the delay, suggesting as it does that complaints from 
patients and their relatives had a very low priority. I can well understand the 
complainant’s dissatisfaction despite the fact that the Authority apologised 
for the ‘inordinate delay’. I have been assured that a new procedure will 
prevent future lapses of this kind, but I do not feel that procedural changes 
are sufficient without the will to make them effective. I hope the Authority 
will carefully monitor the processing of complaints in the future. 
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Conclusions 


27. I have summarised my findings on each aspect of the complaints at 
the appropriate place on my report. I have not in general upheld the 
complaints against the medical and nursing staff, and have, in fact, found the 
consultant and his staff commendably frank and forthcoming when dealing 
with the circumstances of the diagnosis and treatment. I have, however, 
found the complainant’s dissatisfaction with the response to her complaints 
to be wholly justified, and I think that much of the distress that the relatives 
have experienced since her father’s death could have been avoided had they 
had a full and prompt reply. 


Case No. W.368/77—78—Hospital management of a patient’s financial 
affairs 


Complaint 


1. On 6 June 1977 the complainant’s aunt was admitted to hospital and 
her financial affairs were managed by the hospital until her death there on 
11 September 1977. He complains that: 


(a) while his aunt was in hospital she did not receive the whole of the 
pension to which she was entitled; and 


(6) after his aunt’s death, the hospital unreasonably withheld from him 
her Post Office savings book. 


Investigation 


(a) The complaint that the patient did not receive the whole of her pension 


2. In his letter of complaint to the Authority, the complainant said that, 
three days after his aunt was admitted, the nurse in charge of the ward told 
him that, because his aunt had no dependants, he must hand over her 
pension book to the hospital. The complainant said that he delivered it to 
the ward later the same day, together with the rent book in respect of his 
aunt’s council flat. He told my officer that he believed that there were 
irregularities in the way the hospital handled his aunt’s pension. 


3. The administrator told my officer that it was usual for a relative to 
claim the pension and make rent payments on behalf of a patient who was 
unable to act for himself or herself. She had made enquiries at the time of 
the complaint and found that a staff nurse had suggested that the 
complainant should bring in his aunt’s pension and rent books for the 
medical social worker to deal with because he believed that he himself 
would be unable to cash the pension to meet the rent payments. The staff 
nurse referred the matter to the social worker who told her that the 
complainant could cash the pension provided he had his aunt’s authority and 
suggested that she should return the books to him. But the complainant 
refused to accept the books when they were offered to him. The 
administrator said that the books were then held in safe keeping by the 
hospital; and I have confirmed this from the records. 
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4. The administrator went on to say that in July 1977 she and another 
administrator had met the complainant primarily to discuss his aunt’s 
treatment, but he had also raised the matter of her pension and rent 
payments, and had asked the hospital to meet his aunt’s rent payments out 
of her pension and to pay him £2 or £3 a week to buy necessities for his 
aunt. She said she had explained to the complainant that cash could only be 
paid to the patient and not to a relative and she had asked him if there was 
somewhere that any surplus cash could be deposited. A few days later he 
had brought his aunt’s Post Office savings book to the hospital. 


5. In an interview with my officer the medical social worker said that 
following the complainant’s request that the hospital should manage his 
aunt’s affairs she visited the patient but found that she was not well enough 
to sign her pension book (to enable a third party to cash the pension) and 
she therefore wrote to the local office of the Department to ask them to 
make the pension payable to the administrator as appointee, so that the 
patient’s rent could be paid and any balance kept in safe keeping for her, 
since she was really too ill to appreciate ready money. 


6. The officer at the local office of the Department told my officer that 
the patient had been in receipt of a retirement pension of £15.55 a week and 
supplementary benefit of £9.03 a week. On admission to hospital her 
entitlement to supplementary benefit ceased and for the first eight weeks she 
was entitled to the full retirement pension of £15.55 a week. After this the 
pension was abated under the rules to £10.20 a week but she became 
entitled to supplementary benefit of 50p bringing the total to £10.70 a week. 


7. IT have seen from the hospital records that they accounted for the total 
income of £188.60 due to the patient during the 14 weeks she was in 
hospital until her death by paying £102.18 rent due and by paying the 
balance of £86.42 into her Post Office savings account. I have confirmed 
from the savings book that £86.42 has been credited to her account. 


8. The whole of the retirement pension and supplementary benefit to 
which the Department decided the patient was entitled are properly 
accounted for, and I hope the complainant will accept that he was mistaken 
in his belief that there had been any irregularity. 


(b) The complaint that after the patient’s death the hospital unreasonably 
withheld from the complainant her Post Office savings book 


9. The complainant told my officer that after his aunt’s death he asked 
the administrator three times for the return of his aunt’s savings account 
book but she refused to return it and did not explain why. The complainant 
said that he believed the reason was that it would show irregularities in the . 
way his aunt’s affairs had been managed; and this view was reinforced when 
he was later informed by letter that he could collect the savings book if he 
signed an indemnity form. The complainant said he had refused to sign the 
indemnity form and had then received further letters saying that the hospital 
was, instead, prepared to return the savings book to him in the presence of 

witnesses, but that if they did not hear from him within three weeks they 
would assume that he did not wish to be given the savings book. At this 
stage he complained to me. 
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10. The administrator’s deputy told my officer that, in the absence of the 
administrator who was on leave, she had once dealt with the complainant 
when he called at the hospital shortly after his aunt’s death. She said that 
she was sure that at this meeting the complainant had not asked for the 
return of his aunt’s savings book. She told my officer that, some time later, 
the complainant had asked the administrator in her presence for the return 
of the savings book. She said that the complainant accused her (the deputy) 
of having not returned the savings book when he had asked for it, and she 
denied this. The complainant had then been told that if he wanted his aunt’s 
property he would have to sign an indemnity form but, without giving any 
explanation, he replied that he was unwilling to do so. 


11. In an interview with my officer the administrator confirmed what her 
deputy had said. She had asked the complainant to sign an indemnity form 
before handing over his aunt’s property but without explanation he refused 
to sign any document acknowledging receipt. She told the complainant that 
she would write to the Director of National Savings to enquire if they would 
deal with him direct about the balance of cash remaining in his aunt’s 
account and I have seen a copy of this letter. 


12. The present hospital secretary told my officer that the Director of 
National Savings supplied a form which she forwarded to the complainant 
for completion. A few days later the complainant had called at the hospital 
and told her that he would not fill in the form. The hospital secretary told 
my officer that she took instructions on this, and subsequently wrote to the 
complainant offering to hand the savings book to him in the presence of a 
witness either at the hospital or in his own home. 


13. There is a conflict of evidence, which I am unable to resolve, about 
the number of times that the complainant requested the return of his aunt’s 
savings book but I am satisfied that it was explained to him that as a matter 
of routine he would have to sign an indemnity form before the savings book 
could be handed over. The indemnity form, a copy of which I have seen, is a 
simple form of receipt which also indemnifies the Authority against costs 
arising from actions taken by any other persons claiming an interest in the 
estate of the deceased. I find nothing to question in this procedure, and I 
consider that the Authority’s offer to return the savings book without 
requiring him to sign the indemnity form was generous. 


Conclusions 


14. I find no fault either in the way the Authority handled the patient’s 
financial affairs or in their dealings with the complainant over her Post 
Office savings book. 


Case No. W.369/77—78—Attitude of a consultant towards a patient at a 
gynaecology out-patient clinic 
Complaint and background 
1. The complainant’s family practitioner referred her to a_ hospital 
because she had a persistent vaginal discharge. On 22 September 1977 she 
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was seen by a consultant gynaecologist (the gynaecologist) at his out-patient 
clinic. 


2. On 28 September the complainant wrote to the Area Health Authority 
(the Authority), through a community law centre, about the circumstances 
of the consultation. She was not satisfied with the replies she received and 
on 27 January the law centre approached me on her behalf. I agreed to 
investigate her complaints that the gynaecologist examined her in an 
inconsiderate manner: that he displayed a lack of tact and understanding 
and that when she protested he terminated the examination prematurely 
without adequate cause. She further complained that the replies given to her 
complaint were unsatisfactory, the first containing an offensive implication 
about the way she contracted the infection from which she was suffering. 


Investigation 

3. In the first letter of complaint to the Authority, dated 28 September 
1977, the solicitor of the law centre who was dealing with the matter for the 
complainant said that before examining her (vaginally) the male doctor said 
that she was very sore and if his examination hurt her she should let him 
know. It did hurt a great deal and it also appeared that the doctor did not 
really seem to know what to do or which sample bottle to use, and he was 
hesitating a lot. His client, the complainant, had said something like ‘for 
Christ’s sake make up your mind what you are going to do’. The 
gynaecologist then said he would not treat her; when she asked him what he 
meant, he said he would not treat her because she had venereal disease. He 
then withdrew the instrument he was using, causing pain, and walked out. 
The nurse who was in attendance told her not to worry because he always 
behaved in that way. The complainant felt that she was entitled to an 
apology from the gynaecologist for his behaviour. 


4. In his reply to the complaint, dated 1 November 1977, the sector 
administrator for the hospital gave an account of the incident which he had 
sought from the gynaecologist, who was an experienced senior consultant. 
He said that when the gynaecologist began to examine the complainant he 
formed the opinion that there was a strong possibility she might have 
venereal disease. This necessitated him telling the nurse that he wished to 
have a different sort of swab test and it was while he was doing so that the 
complainant made the remark quoted in paragraph 3. He found this 
offensive but, more important, he also took it as indicative of distress and 
therefore discontinued the examination. In view of the complainant’s 
condition, it had been impossible to withdraw the instrument without 
causing pain, but it had not been his deliberate intention to cause pain. He 
said that the complainant had continued to be abusive and had demanded to 
know what was wrong with her. He felt he had no alternative but to tell her 
he thought she had venereal disease and that he would therefore be 
referring her to a consultant colleague (the venereologist) who was a 
specialist in the subject. The letter went on to say that the gynaecologist’s 
provisional diagnosis had been proved correct since the laboratory analysis 
had shown that the complainant was suffering from an infection called 
trichomonas vaginalis which, the letter said, was passed venereally. 
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5. The second letter of complaint, dated 10 November, disagreed with a 
number of points in the sector administrator’s reply. It said that an 
examination of the type the complainant had undergone could in itself be 
distressing and that to discontinue it because of her remark to the 
gynaecologist was precipitate, and showed lack of tact and understanding. 
She denied that she had continued to be abusive to him, and felt that he 
should have been aware of the connotation of the term ‘venereal disease’. 
His use of it, and the statement in the letter of 1 November that her 
infection was passed venereally, were unwarranted. The gynaecologist had 
been told at the time of the consultation that she had not had sexual 
intercourse for some years, and the complainant had since learnt from the 
venereologist that there were other ways of contracting the infection. She 
still sought an apology. 


6. On 30 November, the sector administrator replied to the law centre 
that the further complaint had been discussed with the gynaecologist, who 
felt that it had been fully answered and an apology was not appropriate. 


7. On 2 December, the law centre referred the matter to the Authority’s 
area medical officer (the AMO)-on the complainant’s behalf, enclosing the 
previous correspondence. In his reply of 29 December the AMO said that, 
having investigated the complaint, he did not think there was anything of a 
clinical nature against which a complaint was justified, but he asked that his, 
the AMO’s, apologies be conveyed to the complainant for any physical or 
social discomfort arising from her condition, its investigation and its 
treatment. 


8. The complainant told my officer she had not asked the gynaecologist 
what was wrong with her. She said she had been shocked by his diagnosis 
because she had been treated for similar symptoms on two previous 
occasions and had been given no intimation by the doctors she had then 
seen that sexual contact had any bearing on her condition, which she said 
had been diagnosed as an infection of the ovaries. She flatly denied she had 
asked the gynaecologist what was wrong with her or that she had continued 
to use improper language. She was quite convinced her behaviour had not 
been such that his reaction was justified. And she was adamant that the staff 
nurse had talked to her sympathetically after the gynaecologist and the 
students had left the examination room. The complainant’s mother, who had 
accompanied her daughter to the hospital, told my officer that her daughter 
had come out of the examination room some minutes after she had seen the 
gynaecologist and another man (possibly the male student) leave it. She said 
her daughter was so upset and tearful that she could not immediately 
explain what was wrong. The complainant said the venereologist told her, on 
29 December, that she was suffering from trichomonas vaginalis. She had 
not given any definite opinion of how it might have been contracted, but had 
said that it could have been other than sexually, possibly from bath water or 
recent swimming in a reservoir. 


9. The gynaecologist told my officer that when he began to examine the 
complainant he had suspected she had trichomonas. This was normally 
transmitted sexually and he therefore wished to check for the presence of 
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gonorrhoea. There had been a few seconds’ delay while he had explained to 
the nurse (who had not immediately understood his request) that he wanted 
additional swabs, but there had been no hesitation on his part. He confirmed 
that when the complainant told him to make up his mind what he wanted to 
do he had discontinued the examination because she seemed distressed, but 
he had already taken sufficient swabs for laboratory analysis. He also 
confirmed that his recollection was that the conversation about diagnosis 
had taken place after this and that it had been in response to an abusively 
put question from the complainant that he had told her the truth, which was 
that he thought she had a venereal disease and would be referring her to a 
venereologist. This was a routine referral; the venereologist was asked to see 
ali patients in whom such a provisional diagnosis had been made, because 
she was the appropriate specialist and held her clinic at the hospital 
especially to see such referrals. However, the gynaecologist said he would 
probably have left explanations about the nature of the infection to the 
venereologist if the complainant had not been so aggressive. He told my 
officer that the reply to the complaint had been composed in full 
consultation with him, and he had approved the statement that trichomonas 
vaginalis was passed venereally as a statement of fact. 


10. My officer spoke to the two medical students (a man and a woman) 
who had been present at the consultation. Although they could not recall 
details of the incident they remembered that the complainant had been rude 
to the gynaecologist and that she had asked him what was wrong with her. 
The staff nurse who was present had a clearer recollection. She confirmed 
that there had been only a few seconds’ delay while the gynaecologist 
explained that he wanted additional swabs, and she was sure that the 
complainant had demanded an exact diagnosis of the gynaecologist while he 
had been talking to the students after he had finished examining her, telling 
them what swabs he had taken and what he was going to do, and that he had 
answered her plainly and civilly. Both she and the clinic sister said that the 
term ‘venereal disease’ was routinely used by doctors since it was easier for 
the patients to understand than the technical names of infections. Both 
students and nurses knew that suspected cases of trichomonas were 
routinely referred to the venereologist. The staff nurse told my officer she 
was sure she did not speak to the complainant about the consultant’s 
attitude; it would have been unethical to make such a remark even if it were 
accurate, which it was not. 


11. I have seen from the complainant’s medical notes that the medical 
student who took her history recorded that she had been treated for similar 
symptoms before, and had not had sexual intercourse for some years. The 
gynaecologist recorded a provisional diagnosis of ‘severe trichomonas’ and 
indicated that the complainant should see the venereologist when the results 
of the swabs were available. He also noted that she had been ‘verbally 
aggressive’. The venereologist’s notes for 29 December indicate that the 
_ complainant was told that the gynaecologist’s provisional diagnosis had been 
confirmed by the laboratory tests. It is also stated that she was told 
‘condition may be acquired by sexual contact but can be from baths etc. 
Also told that many conditions transmitted sexually and advisable to exclude 
all by taking tests for laboratory’. In her report to the gynaecologist, dated 
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27 October, the venereologist said she had told the complainant the 
condition from which she was suffering was frequently transmitted sexually 
and, in a letter to him dated 24 November, that it was usually contracted 
sexually but could occasionally be acquired from baths or towels. 


12. The sector administrator confirmed to my officer that his replies to 
the complainant’s complaints were given after consultation with the 
gynaecologist and I have seen that the first reply was based upon a draft 
letter submitted by the gynaecologist. The AMO told my officer that when 
the matter was passed to him, he had considered that the first reply should 
have said only that the complainant’s infection was ‘usually’ contracted 
sexually. He felt an apology was due but the gynaecologist had not been 
prepared to give one. The AMO had therefore extended one himself on the 
Authority’s behalf. 


Findings 

13. When the complainant saw the gynaecologist on 22 September she 
had to undergo an examination which, I am sure, can be distressing under 
any circumstances and which, because of her condition, was also very 
painful. I can understand that anything which occurred to prolong the 
examination would have increased the complainant’s distress and that it was 
because of this that she told the gynaecologist to make up his mind what he 
wanted to do. The terms in which the remark was couched were offensive to 
the gynaecologist but there is no corroborative evidence to support the 
complaint that there was any hesitation on his part or that he discontinued 
the examination and refused to treat her because he took offence. I am 
satisfied that he had warned her that the examination could be painful and 
that he would stop it if she found it excessively so, and this he did. I cannot 
possibly determine whether the pain the complainant experienced was 
greater than she was led to expect, or whether the gynaecologist could have 
carried out his examination effectively without causing this degree of pain. 
As he had already taken sufficient swabs for analysis, the termination of the 
examination cannot be said to have been done prematurely, and I have 
learned that the referral to the venereologist was a matter of routine 
because the provisional diagnosis was one of an infection within her 
speciality. 


14. There is a conflict of evidence about the way in which the 
complainant was told by the gynaecologist of the nature of the infection. 
The balance of the evidence suggests that she asked to be told, but even if 
she did not, the gynaecologist was giving his clinical opinion which is not 
within my jurisdiction to question. The complainant was shocked because 
she believed she was suffering from the recurrence of an infection which had 
previously been diagnosed as an infection of the ovaries, and it is 
unfortunate that she was not at that time able to be given the fuller 
explanation which she later got from the venereologist, but I think this 
might have been forthcoming had the relationship not been adversely 
affected by the complainant’s remark. 
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15. The complainant took exception to the implication in the sector 
_administrator’s reply to her complaint that her infection must have been 
contracted sexually. The gynaecologist considered the statement that it was 
‘passed venereally’ to be correct, and this is a matter of his clinical 
judgment. Nevertheless in a sensitive matter of this sort I think it is 
necessary to be particularly careful about the terms used in correspondence 
with patients. At the time the letter was sent it was known that the 
venereologist had told the complainant that her disease was usually, but not 
necessarily, contracted sexually, and the reply should have taken account of 
this qualification. 


Conclusion 


16. I have not upheld the complaints about the consultation with the 
gynaecologist but I have found that the reply given to the complainant was 
less than satisfactory. I am glad to note that the AMO extended an apology 
and I do not think any further action is necessary. 


Case No. W.384/77—78—Failure to provide information about patient’s 
treatment 


Complaint and background 


1. The complainant’s mother was examined at home on 20 September 
1977 by a consultant from a hospital. He decided to admit her into hospital 
under his care and she entered the coronary care unit (CCU) the same 
evening. On 22 September she was transferred to a general ward where she 
died the following day at 9.55 am. 


2. The complainant contended that the Area Health Authority (the 
Authority) have failed to provide adequate replies to her requests for 
information about her mother’s care and treatment, and in particular have 
not told her: 


(a) why her mother’s condition deteriorated so rapidly after admission; 
(b) whether her mother suffered a coronary attack; 
(c) why her mother was moved from the CCU. 


Jurisdiction 


3. In her letter asking me to investigate her complaints, the complainant 
mentioned some matters which in my opinion were actions taken solely in 
consequence of the exercise of clinical judgment. Under the Act which 
defines my powers, I am specifically precluded from investigating such 
actions. This was explained to the complainant, who agreed to an 
investigation limited to the complaints detailed in paragraph 2. 


Investigation 


4. On 16 November 1977 the complainant wrote to the consultant asking 
a number of questions relating to the care and treatment of her mother. He 
answered on 21 November, suggesting a meeting so that he could discuss 
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her complaints with herself and her brother. On 24 November the 
complainant met the consultant, his house officer and the hospital secretary 
and discussed the questions she had raised in her letter as well as a number 
of other matters. 


5. Meanwhile the complainant had telephoned the Authority on 18 
November and asked for information on how to contact me. They sent her a 
copy of my information leaflet and asked her for a copy of her letter to the 
consultant. On 2 December she telephoned them again. They replied on 6 
December referring to the meeting on 24 November and pointing out that 
the complainant had said at the end of the meeting that she was satisfied 
with the answers given to her questions. They nevertheless asked for details 
of any further points she wished to raise to be put to them in writing. Before 
receiving this reply the complainant had on 5 December written in reply to 
the Authority’s earlier letter of 18 November, forwarding a copy of her 
original letter of complaint and asking a further question relating to the 
administration of morphia to her mother. The Authority acknowledged this 
letter on 14 December and wrote again on 21 December confirming that the 
patient had not received any form of morphia during her stay in hospital. On 
10 January 1978, the complainant wrote asking a further series of questions 
relating to her mother’s care and treatment. The Authority’s reply on 20 
January said the consultant had confirmed that these points had already 
been covered during the meeting on 24 November 1977 when she had 
expressed herself satisfied with the answers given, and that there was no 
further information they were able to add. The complainant wrote to me on 
1 February asking me to investigate. 


6. The medical notes indicate that, on admission to hospital, the patient 
was breathless and suffering from chest pains. The notes show that she 
received a further examination on 21 September and that she was examined 
twice on 22 September. Her death, at 9.55 am on 23 September, was shown 
as due to (1) congestive cardiac failure, (2) rapid atrial fibrillation, (3) mitral 
incompetence. The nursing notes bear evidence of continuing monitoring of 
the patient’s condition, which is recorded as ‘very poorly’ on 22 September. 


7. The nurses from the CCU described the patient as a frail and elderly 
lady whose health on admission on 20 September was poor. The ward sister 
told my officer that she had herself tried to reassure the complainant, who 
had appeared very agitated. She had answered questions herself and had 
referred her to the doctors where appropriate. She had seen the house 
officer and senior house officer talking with the complainant on a number of 
occasions. The house officer told my officer that he had tried to answer all 
the questions the complainant asked, but she did not appear to grasp what 
she was told, possibly because of her emotional state. In view of the 
difficulties experienced by the house officer, the senior house officer decided 
herself to try to explain to the complainant the deterioration in her mother’s 
condition. She had discussed with her the possibility that the patient had 
undergone a coronary attack, and she had done her best to prepare her for 
further bad news as her mother’s heart was not working at all efficiently. 


8. The patient was transferred from the CCU to the general ward on 
22 September. The consultant explained to my officer that patients were 
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normally retained in the CCU for a maximum of 48 hours. It was the usual 
practice to transfer them after this period to an appropriate ward in the 
hospital. The complainant had raised the question why her mother had been 
transferred from the CCU, and asked whether it was because the CCU had 
been closed. The staff to whom my officer spoke all confirmed that the 
patient’s stay in the CCU conformed to the normal practice and that the 
Unit was not closed at any time. 


9. The staff nurse in charge of the ward to which the patient had been 
transferred told my officer that the patient had been very poorly on the 
night of 22 September and that the complainant and her brother had 
consequently stayed all night. The nursing notes confirm this. The staff nurse 
had answered the complainant’s questions to the best of her ability, but said 
that the complainant’s anxiety was such that she appeared to find it difficult 
to concentrate on the answers she was given and she repeated questions that 
had already been answered. At about 10.00 pm that evening one of the 
doctors had spoken to the complainant and her brother to explain her 
mother’s poor condition. The staff nurse said that she had herself explained 
the nature of the treatment that was being given. She told my officer that 
throughout the night she and the doctor did all they could to keep the 
complainant informed. 


10. The complainant told me that she was not satisfied with the 
explanations she had been given at the meeting on 24 November 1977. I 
have established that no written record was made, but my officers discussed 
its content with the two doctors concerned and the hospital secretary. The 
consultant said that he had found it a very difficult meeting. He had tried to 
deal with the questions the complainant had raised in her letter and to 
answer them fully, but he found that she tended to digress from the issue 
under discussion and consequently the meeting covered a much wider field 
than had been originally envisaged. In particular he recalled that she had 
raised the question of whether the CCU had been closed. He had 
accompanied her and the hospital secretary to the CCU and had confirmed, 
by reference to the admission book, that the CCU had been open 
throughout the period of the patient’s stay in hospital. The complainant did 
not accept this as relevant to her complaint. The consultant told my officer 
that he had, during the course of the meeting, given the complainant a 
detailed account of the progress of her mother’s illness, including his opinion 
that she had probably suffered a coronary attack. 


11. The hospital secretary confirmed the account of the meeting given by 
the consultant, saying that the complainant had been given every 
opportunity to ask new questions and that she had received explanations on 
every point she had raised. At the end of the meeting she had agreed that 
her questions had been answered in full. 


Findings and Conclusion 


12. The patient was seen at home by the consultant who arranged her 
immediate admission to the CCU as an emergency case. This must have 
indicated to the relatives that she was seriously ill, and the medical and 
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nursing notes confirm this. Her subsequent deterioration and death were 
clearly associated with the condition which gave rise to her admission in the 
first place. The nursing notes indicate that her condition was continuously 
monitored, and her transfer from the CCU to a general ward after two days 
was in accordance with normal hospital practice. The causes of death given 
on the death certificate and the consultant’s opinion that the patient may 
have suffered a coronary attack both represent views given by doctors solely 
in the exercise of clinical judgment, and I do not question them. 


13. I am satisfied that adequate efforts were made, both during the 
period of the patient’s illness and subsequently, to explain her condition to 
the relatives and to answer their questions, and that any misunderstandings 
which arose were not attributable to failure on the part of the Authority or 
their staff. Some difficulty arose as a result of the complainant 
corresponding simultaneously with the consultant and with the Authority, 
but this was resolved without causing her undue inconvenience. I would 
suggest that it would be useful if the Authority made a written record of 
meetings held to discuss complaints, but with this minor reservation I find no 
fault with the way in which they dealt with the complainant’s 
representations. I therefore do not uphold her complaint. 


Case No. W.438/77—78—Loss of patient’s property 


Complaint and background 


1. The complainant’s brother was brought into hospital on 16 January 
1978 and was found to be dead on arrival. The complainant travelled from 
his home and went to the hospital on 18 January to collect his brother’s 
effects. He signed for two keys, a wrist watch and £2.68 in cash. The keys 
and wrist watch were handed to him and he was taken to the cashier’s office 
to collect the money. As the cashier was not there and the complainant had 
a number of other calls to make, he left his name and address with the 
hospital and asked for the money to be forwarded to him. 


2. The complainant wrote to me on 28 February to complain that he had 
not received the money although he had written two letters about it, 
including one to the chief administrator of the hospital enclosing a stamped 
addressed envelope. 


Investigation 


3. In their written comments of 20 April the Area Health Authority (the 
Authority) pointed out that the complainant’s letter to me had crossed with 
a reply sent to him from the hospital on 1 March enclosing a cheque for 
£2.68. The Authority related the following sequence of events. When the 
letter of 9 February was received by the house governor, he made enquiries 
of the cashier who, because of overwork, had not got around to answering 
the earlier letter; a cheque was made out on 22 February, and on the same 
day the house governor dictated a reply but this had not been typed until 
1 March. 
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4. When I received a copy of the reply sent to the complainant I decided 
to continue with my investigation, since although the complainant said in a 
subsequent letter to my office that he was happy that his complaint that he 
had not received the money had been resolved, the reply he had received 
was hardly adequate and had been unnecessarily delayed. He also queried 
the fact that the hospital had not offered him his brother’s clothing. He had 
not previously put this complaint to the Authority but, with their consent, I 
have included this in my investigation. 


5. The reply which the complainant considered inadequate was dated 
1 March 1978 and was signed ‘pp House Governor’. It read “Thank you for 
your letter of the 9th February. I apologise for the delay, this was due to an 
oversight on the part of my staff’. 


6. The hospital cannot now find the complainant’s first letter which, I 
understand, was addressed to the cashier. In his discussion with my officer, 
the house governor said that unfortunately it must have been overlooked. 
He could not explain why it had taken from 22 February to 1 March to type 
a short reply to the second letter. He also said that, in fact, he had not 
dictated it, but had asked his secretary to compose a reply. He regretted the 
unsympathetic tone used, and the fact that his secretary had signed it as 
from him — she should either have shown herself as the author or got him to 
sign the letter. He said that he would certainly have phrased the letter more 
diplomatically. 


7. My enquiries about the procedure for recording and accounting for 
cash have revealed that cash as well as property is included in the property 
book which is signed when the recipient collects the property. But the 
recipient is normally told that they are not signing for the cash, which is 
dealt with separately by a signature in the cashier’s Cash Refund Book. 


8. As to the clothing, the house governor informed me that the patient 
was already dead when brought into the hospital on 16 January. In these 
circumstances the clothed body had been sent to the public mortuary. The 
Coroner’s Officer told me that it was probable that the clothing had been 
destroyed by the undertakers since it was likely to have been soiled. 


Conclusion 


9. I think the hospital’s explanation about the clothing is quite 
reasonable. As to the cash, the complainant himself has said that the amount 
was trivial and not worth worrying about, but that he was concerned about 
the way the matter was handled. | entirely agree with this. I also think it 
wrong that anyone should be asked to sign in a register that includes both 
cash and other effects with simply an oral statement that they are not signing 
for the cash which, ostensibly, and maybe legally, they are signing for. The 
Authority have told me that they are reviewing this system and I certainly 
think they should change it without delay. The Authority have accepted that 
the complainant received a poor service and they have asked me to 
apologise for it on their behalf. 
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Case No. W.459/77—78—Premature discharge from hospital and failure to 
make suitable arrangements for post—hospital care 


Complaint and background 


1. On Friday 17 June 1977, the complainant was taken to hospital after a 
fall. On 23 June she was discharged to a private nursing home. On 8 August 
she complained to the Area Health Authority (the Authority), through her 
Member of Parliament, about the circumstances of her discharge. She was 
not satisfied with the reply which she received through the Member, and she 
approached the local Citizens’ Advice Bureau (CAB). On 20 January 1978 
the CAB organiser wrote to the Authority on the complainant’s behalf. The 
complainant remained dissatisfied with their reply of 26 January and on 28 
January the organiser referred the complaint to me. I agreed to undertake 
an investigation into her complaints that: 


(a) she should not have been discharged from the hospital against her 
wishes because she lived alone and was not well enough to look 
after herself; and 

(6) the hospital made insufficient efforts to find her post-hospital care in 
accommodation she could afford and she had thereby suffered 
considerable financial hardship. 


Investigation 


2. From my officer’s interview with the complainant and from 
correspondence, I have obtained her account of the events which is 
summarised in this and the next two paragraphs. She was admitted to the 
accident and emergency department of the hospital during the morning of 
17 June and seen by a consultant orthopaedic surgeon who operated on her 
shoulder that evening. She saw no other hospital staff except nurses either 
on that day or over the weekend. On Monday morning, 20 June, she was 
visited by a lady, who she later learned was a medical social worker (MSW). 
As far as the complainant can recall, this lady did not mention discharge 
arrangements but, in the complainant’s hearing, she told a doctor that as the 
complainant could not stand properly, she should not be discharged. 


3. On Wednesday, 22 June, the complainant was visited by a doctor and 
a lady, neither of whom she knew. I have established that the doctor was the 
consultant in administrative charge of the accident and emergency 
department (the consultant) and the lady was the MSW. The consultant told 
the complainant that she could not stay in the hospital any longer and that 
he had booked a room for her in a private nursing home, which would cost 
£60 a week. The complainant says that she protested that she could not 
afford this, as her only income was from retirement and supplementary 
pensions, but the consultant said she had no choice. He refused to give his 
name and told her there was no telephone she could use to speak to the 
trustees who handled her financial affairs. As far as the complainant could 
recall, the MSW said nothing during the conversation. 


4. On 23 June the complainant was transferred to the nursing home. The 
hospital had not sent a discharge note with her. Her family practitioner (FP) 
did not know where she was because the hospital had not told him; she was 
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unable to contact him until three weeks later, by which time she had paid 
£180 in nursing home fees, and it was only then that she was able to leave 
the home. She made representations to the Department of Health and 
Social Security for the reimbursement of this money, which she had paid out 
of money saved for her rates, but was referred to the Authority who, in turn, 
said they had no power to make such a refund. 


5. In their reply, the Authority said the complainant had a manipulation 
under anaesthetic on 17 June. As she lived alone, it was decided to keep her 
in hospital over the weekend. On 20 June she was seen by the MSW who 
felt she could not manage at home or afford a private nursing home. 
However on 22 June the complainant had told the consultant that she could 
afford to go to a nursing home for a short time, so arrangements were made 
for her to go there on 23 June. The consultant had telephoned the FP to tell 
him of this. The Authority regretted any financial hardship the complainant 
may have suffered, but said they were unable to compensate her because the 
expenditure had occurred as a result of an agreement made in good faith 
between the consultant and herself. 


6. The consultant told my officer that the complainant had been 
accommodated in the observation ward attached to the accident and 
emergency department. This consisted of 8 beds intended for short stay 
patients who had arrived as emergencies, but were not considered ill enough 
to be admitted. Such patients were assessed, after treatment, by the 
appropriate specialty and an entry made in their notes to indicate that they 
were clinically fit to go home. The complainant was treated by the 
orthopaedic team and she was not considered by them to warrant admission 
to one of their beds. In practice, however, patients often had social problems 
which prevented discharge. If no suitable alternative arrangements could be 
made it was usual for them to remain in the observation ward for some time. 
The complainant was so regarded and had remained in the observation 
ward. The consultant personally had not seen her until Wednesday 22 June. 


7. The MSW told my officer that her first interview with the complainant 
was before her manipulation on 17 June. She learned then that the 
complainant was in receipt of supplementary pension and deduced from this 
that she would be unable to afford a private nursing home. She felt that one 
of the cheaper local authority homes would not be suitable because they did 
not provide the degree of nursing care the complainant would need. She also 
learned that the complainant lived alone and there was no-one who could 
help her at home. But she was not ill enough to justify transfer to one of the 
Authority’s pre-convalescent beds. The MSW therefore advised that it 
would be best to keep the complainant in the observation ward until 
Monday 20 June, when arrangements for domiciliary support could be 
made. The complainant had not seemed very happy with this because she 
did not like the hospital. I have seen the notes the MSW made at the time 
which support this account. 


8. None of the nursing staff could remember the complainant, but the 
entry in the nursing notes for 17 June records that she was to stay in 
overnight because she lived alone, and, on 18 June, that she was to stay for 
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the weekend pending arrangements for domiciliary support. The medical 
note for that day, made by a member of the orthopaedic team, reads, ‘Gen 
condition satis. Circulation and sensation normal. Patient lives alone. Will 
have to be kept in Obs. ward over weekend till arrangements are made for 
home help and [District] Nurse’. 


9. On Monday 20 June, because she felt doubtful of the complainant’s 
ability to manage at home, the MSW asked the district nursing liaison officer 
for her opinion. They visited the complainant together and agreed that she 
would be unable to manage, even with help. The MSW therefore arranged 
with the casualty officer that the complainant should remain in the 
observation ward until her condition improved, and be seen by the 
consultant. I have been unable to trace the liaison officer, but I have seen 
that she endorsed a note made by the MSW which was placed in the case 
file; the note also asked that the consultant see the complainant. The 
medical entry for 20 June states that she should attend the orthopaedic 
outpatient clinic in one week; this is also recorded in the nursing notes 
which state for the next day ‘ Can go home . . . Seen by social worker cannot 
go home lives alone no home help to stay another night. [The consultant] to 
see tomorrow’. 


10. The consultant told my officer that the complainant could have 
remained in the observation ward, but when he saw her at her request on 22 
June she told him she did not like it there. She said she could afford to go to 
a private nursing home. He had no reason to assume this was untrue, and he 
was not surprised that she did not like the ward because its patients were 
often somewhat socially unacceptable. The MSW confirmed that the 
complainant said she could afford two weeks’ stay, but that she had 
explained to him that she did not think the complainant’s financial position 
was such that she could afford it. The consultant could not recall this 
exchange of views. The complainant had then repeated that she could pay. 
The MSW was sure that the consultant had neither refused to give his name, 
nor to let the complainant use a telephone. The nursing staff were always 
happy to make calls for patients. 


11. The consultant and the MSW explained to my officer that there were 
only a few nursing homes in the area which they considered to be of good 
standard and provided the level of nursing care the complainant required; 
all were about the same price. The consultant said he had made a 
provisional booking with the nursing home by telephone, and ensured that 
the price was acceptable to the complainant before confirming it. He had 
then telephoned the FP and left a message advising him of the impending 
transfer to his patient. (I have seen a copy of the discharge note intended for 
the complainant’s FP in her case notes.) It was not usual for him to 
undertake such arrangements himself, but he had done so on this occasion 
because he thought it would be quicker. In the meantime, the MSW 
assumed that she should be making the arrangements as was usual; she had 
seen the complainant and made a provisional booking at another nursing 
home for which the patient had stated a preference. She cancelled this after 
learning from the consultant that he had already completed arrangements. 
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12. The matron of the nursing home remembered the consultant making 
the booking for the complainant. He had said she wanted to go into a 
private nursing home because she did not like the observation ward, 
although she could have stayed there if she wished. The complainant had 
confirmed this when she arrived, saying that she had asked the consultant to 
help her get alternative accommodation. The matron told my officer that the 
complainant came without a discharge note, but the consultant had said he 
had informed the FP who had come to see the complainant a few days after 
her admission to the home. The matron also said that it had been the 
complainant herself who elected to extend her stay to three weeks. The fees 
were paid weekly in advance by her trustees when they came to visit her, 
and at no time had they, or the complainant indicated that she was unable to 
afford to pay them. 


Findings 

13. On admission to hospital the complainant was treated by the 
orthopaedic team. The fact that she remained in the observation ward shows 
that her condition was not considered serious enough to warrant admission 
to one of their ward beds; this was a matter of clinical judgment which I do 
not question. The MSW advised, after consulting the district nursing liaison 
officer and considering possible alternatives, that the complainant should 
remain on the observation ward until her situation was clarified, subject to 
her being seen by the consultant. The consultant has said this is a course of 
action accepted as being necessary for some patients and that he accepted it 
in this case; apart from the complainant’s statement I have found no 
evidence to the contrary. 


14. There is a conflict of evidence over the conversation between the 
consultant and the complainant on 22 June. The consultant has stated that 
the complainant said she did not like the observation ward and could afford 
to go to a private nursing home. The complainant’s recollection is that she 
said she could not afford the fees, but I believe that recollection is mistaken. 
The consultant’s version was supported by the MSW who was present at the 
time and recorded it in her written notes, and by the matron of the nursing 
home. 


15. I cannot accept the contention that the FP was unaware of the 
complainant’s whereabouts for the three weeks that she was in the nursing 
home. Although a discharge note was not sent, I have ascertained that he 
was informed of the transfer and indeed he visited the complainant. The 
matron has said that the trustees also visited and settled the bills on a 
weekly basis. 


Conclusion 


16. I do not uphold the complaints that the complainant was discharged 
from hospital against her will or that insufficient efforts were made for her 
further care. I believe that her one wish was to leave the hospital and that 
they, in turn, tried to comply with it. However in view of the MSW’s doubt 
about her ability to afford private nursing home care further enquiries into 
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her financial position would have been advisable before completing 
arrangements for her transfer. It is usual for MSWs to undertake such tasks 
but on this occasion this was not done in view of the arrangements already 
made by the consultant. Nevertheless I am satisfied that the consultant acted 
in good faith in response to the complainant’s expressed wish and 
assurances. 


Case No. W.471/77-78—Arrangements for patient’s discharge home from 
hospital 


Complaint and background 


1. The complainant’s mother-in law, aged 92, who lived alone, was 
admitted to hospital on 7 January 1977 with a chest infection. She was 
discharged on 16 February but, following a fall at home, she was re- 
admitted to the hospital on 20 February and she died there on 6 March after 
suffering a stroke. 


2. The complainant contends that:— 


(a) her mother-in-law should not have been discharged until a place in a 
local authority home had been found for her; 


(b) a registrar was rude to her when discussing her mother-in-law’s 
proposed discharge; and 


(c) the hospital and the social services department (SSD) failed to make 
the necessary arrangements for her mother to be satisfactorily cared 
for after her discharge from hospital. 


Jurisdiction 


3. Under the legislation which governs my powers I am not authorised to 
investigate the actions of local government employees. In the course of my 
investigation, however, I have obtained information from members of the 
SSD as background to the case. 


Investigation 


(a) The complaint that the patient should not have been discharged. 


4. The complainant gave my officer the following account of her mother- 
in-law’s circumstances. She had for many years lived in her own house which 
she shared with an elderly couple who were her tenants. They paid a 
nominal rent and, in turn, kept an eye on her mother-in-law, who was deaf 
and only partially sighted. In September 1976 the couple gave rather short 
notice of their intention to leave for a local authority home, and the family 
became concerned that she would be unable to cope alone. The 
complainant’s nephew (the grandson) lived next door to his grandmother 
but, because of his own family commitments did not feel able to help her 
and the complainant herself was unable to accommodate her mother-in-law. 
The family therefore sought the help of the SSD to find her a place in a local 
authority home. When she found out that she would have to pay charges of 
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some £51 per week, she rejected the idea of going into a home. With the 
support of such services as home-help and meals-on-wheels she managed to 
cope until early January 1977 when she became ill with bronchitis. 


5. The complainant told my officer that her mother-in-law, who was 
admitted to a medical ward as an emergency, responded to treatment and 
made good progress. While in hospital, she began to accept that she would 
probably have to live in an old people’s home. (A nursing note dated 30 
January records that she ‘will now consent’ to go into a home.) The 
complainant and her husband were shocked to learn from other relatives 
that she had been told by the hospital on 26 January that she could expect 
to be discharged home. After confirming, the following weekend, that the 
discharge was in the offing, the complainant’s husband wrote to the social 
worker with whom they had previously discussed his mother’s future (the 
field social worker) expressing his fears for her welfare if she were to be sent 
home. He copied the letter to the consultant geriatrician, his mother’s 
hospital social worker, the registrar and his mother’s family doctor. The 
latter, he said, supported the family’s belief that his mother should be given 
a geriatric bed. These and later representations failed and his mother was 
discharged on 16 February. The complainant thought the hospital had been 
unduly influenced by the view that her mother-in-law owned her house and 
could be expected to arrange private accommodation. 


6. In June 1977 the complainant’s husband complained about the actions 
of the hospital through his Member of Parliament. The Member wrote to 
the Department of Health and Social Security and on 8 November 1977 the 
Minister of State made a substantive reply based on the comments of the 
Area Health Authority (the Authority) and a written statement prepared by 
the consultant physician (the physician) responsible for the patient’s care on 
her first admission. The physician explained that the patient responded so 
quickly to treatment that within one week she no longer required the 
facilities of the acute medical ward to which she had been admitted. In view 
of her age and poor eyesight he and his firm consulted with the geriatricians 
and social workers to see what could be done in the way of supporting her at 
home. There was general pressure on acute medical and geriatric beds at the 
time and the physician felt that, ideally, she should go into a home but that 
she had apparently missed a previous place. In these circumstances he had 
hoped that her family could have made some temporary arrangements for 
her until a place in a home could be found. By 9 February the physician had 
to make a decision; the patient had for some time been blocking an acute 
medical bed which she was occupying for social rather than medical reasons. 
He therefore instructed his registrar to inform all those concerned that he 
proposed to discharge her a week later, on 16 February. During this 
intervening week the family and the local authority could make suitable 
arrangements. The Authority, for their part, felt that the hospital had not 
acted unreasonably, given the responsibility of the physician to try to keep 
acute beds available for the emergency care of the community as a whole. 


7, In his written statement the physician explained that on 7 January 
when his firm were ‘on take’ for emergency admissions his own ward was 
full and the patient was therefore admitted to a colleague’s ward. He told 
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my officer that he had re-examined the management of her care but 
remained certain that his decision, an essentially medical one, had been 
right. He realised at the time that the decision to discharge her would not be 
popular with her family and had written in the medical notes on 14 
February — ‘I see no reasonable alternative to sending [the patient] home on 
Wednesday’. He had previously sought the views of a colleague, a consultant 
physician in geriatric medicine (the geriatrician), and they both considered 
that with full social services support the patient could probably manage at 
home, although they realised this was not an ideal solution. In taking his 
decision, the physician had taken account not only of the patient’s improved 
medical condition but also of his duty to manage the acute medical beds to 
the best advantage. 


8. My officer spoke with the geriatrician, who confirmed his assessment of 
the patient. She had been able to wash and dress herself and had overcome 
her initial incontinence. She was also able to get about and was mentally 
alert. In these circumstances, he did not regard her as requiring continuous 
nursing care such as would justify providing her with a geriatric bed. And he 
thought that although she was frail and had poor eyesight she could 
probably manage at home with social service support. It was not the case 
that no geriatric bed was available during the patient’s stay in hospital 
although, he said, there was generally pressure on the beds. 


9. The registrar told my officer that the treatment finished on 26 January, 
and I have confirmed from the drug sheets that antibiotics were stopped on 
that date. It was therefore probable that it was on 26 January that she would 
have been told of the hospital’s intention to discharge her. He said that she 
was capable of understanding this herself and there was therefore no 
obligation on the hospital to tell the relatives direct. 


10. A senior officer of the SSD told my officer that with the imminent 
departure from the patient’s home of the elderly couple, his department 
were concerned for her welfare and a social worker had visited her in 
September 1976; but she had been strongly independent and had even 
refused recommended installations in her home such as a stair rail and safety 
gate. He confirmed that she had initially resisted moving into a home but 
that eventually, on 1 February, a formal application for local authority 
accommodation was received. On 12 February the SSD formally considered 
the case as deserving high priority. But, as had been said in the Minister’s 
letter of 8 November they had been unable to offer her a place before she 
was re-admitted to hospital on 20 February. 


11. The field social worker stressed that the SSD had at no time actually 
offered a place in one of their homes since, until 1 February, they had not 
received an application. She had herself vigorously campaigned for a 
postponement of the discharge since she was concerned that the patient 
might have an accident at home, especially since the local authority could 
not provide daily support. For example, meals-on-wheels could not be laid 
on at weekends nor could a home-help be provided every day. The hospital 
social worker, on the other hand, told my officer that she supported the 
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decision of the doctors, which had only been taken after careful 
consideration. 


12. I have seen an entry dated 2 February in the medical notes by a 
senior occupational therapist, the summary of which reads — ‘[the patient] is 
not safe to cope alone at home due to frailty and poor eyesight. She would 
benefit most from accommodation with her family or Part III’ ie local 
authority home. My officer spoke with the author of this extract who 
explained that her conclusion was based on the patient’s very poor showing 
in the ‘kitchen’ test: she had had great difficulty even in making a pot of tea. 
She would have been perfectly able to cope if she had had someone living 
with her who could keep a watchful eye on her. 


Findings 


13. I have learnt from the SSD that relations between them and the 
hospital doctors were very good. It was unfortunate, though understandable, 
that the SSD were not able to find a place for the complainant’s mother-in- 
law in one of the local authority homes at short notice. The decision whether 
or not to discharge her, however, was for the physician to take. The medical 
notes indicate that full information was available to him, including the senior 
occupational therapist’s report, and I am satisfied that his decision, which I 
am sure he took only reluctantly, stemmed solely from exercise of his 
_ clinical judgment and is therefore not for me to question. I have found no 
evidence to suggest that the decision was affected in any way by the family’s 
financial resources. And the local authority were unable to find a place in a 
home at comparatively short notice. 


(b) The complaint that the registrar was rude 


14. In his letter to his Member of Parliament the complainant’s husband 
complained about remarks made by the registrar to his wife during three 
telephone conversations. On 10 February the registrar rang and bluntly said 
that the patient would be discharged on 16 February; in a further telephone 
conservation on 11 February he told the complainant that he had had 
previous experience of families like hers who abrogated their 
responsibilities; and on 15 February, he told her that the family had plenty 
of money and could put her mother-in-law in a private home that he also 
said they were responsible for him having to turn away a girl of fifteen with 
a liver complaint because there was no bed available; and that, if necessary, 
he would put the patient ‘next door’ where the complainant’s son lived. (In 
fact, the registrar made a mistake; it was her nephew.) 


15. In the Minister of State’s letter to the complainant’s Member of 
Parliament he admitted, on the Authority’s behalf, that the blunt style of the 
registrar ‘was not conducive to the most co-operative possible response from 
the relatives’ and that this was regretted. In his interview with my officer the 
registrar stressed that he had not been made aware of the complaint about 
him until I started my investigation and that he could not possibly recall 
exactly what was said after so long. He said that the physician had given him 

strict instructions that there could be no alteration of the date he had fixed 
for discharge. The registrar had anticipated an adverse reaction from the 
family and had set out to be as helpful and informative as possible. He 
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believed that the complainant had been rude to him and had questioned his 
medical competence. He recollected making remarks about some families he 
had come across in his previous post to the effect that they had abrogated 
their responsibilities and agreed that he had intended to imply that the 
complainant’s family were also doing so. He was still of the view that they 
should have done more themselves to help the patient. He was, he said, a 
person who did not mince words but he had been motivated in this case by a 
desire to help the patient by seeking to persuade her family to do more. As 
regards discussions about money, he thought he would have discussed the 
options open to the family and if they themselves could not help look after 
the patient and a place in a local authority home was not available, it would 
have been a logical step to spend a similar amount of money on a private 
home. 


16. The registrar went on to say that, when the complainant telephoned 
on 15 February, he had just had to turn away a girl of 15, whom he had 
diagnosed as having possible liver failure, because there was not an available 
bed in any of the hospital’s seven acute medical wards. She was sent to 
another hospital which, in his opinion, did not enjoy the facilities available 
in his hospital; fortunately the girl’s condition was not as serious as had been 
feared and she made a full recovery. She was only one of a number of 
potential acute patients who had been refused admission at around the same 
time. The registrar had not intended to imply that the girl should have had 
the patient’s bed, but that the patient was one of several in his care who 
should not, in his opinion, have been occupying an acute medical bed. I have 
confirmed that, during the patient’s stay, the hospital was at times closed to 
emergency admissions. 


17. The physician confirmed to my officer that he had made it very clear 
to his registrar that his decision to discharge the patient could not be 
changed. He also said that, when the complaint had been received, he had 
not consulted his registrar about the part of the complaint which concerned 
his behaviour. This was an oversight, since he regarded some of the remarks 
alleged to have been made by his registrar as improper. But he had tried to 
deal quickly, while the case was still fresh in his mind, with the main 
complaint that the patient had been prematurely discharged. 


18. The assistant district administrator co-ordinated the Authority’s reply 
to the Department of Health and Social Security which in turn formed the 
basis of the Minister’s letter. He told my officer that he had not personally 
interviewed the registrar when the complaint against him was received but 
thought he had drawn attention to this aspect of the complaint in his general 
discussion with the physician. 


Findings 

19. It is a matter for regret that the registrar was not made aware of the 
complaint when it was received by the Authority. I believe that the assistant 
district administrator may have misunderstood the physician’s report which 
opened with the words — ‘The facts are substantially as [the complainant] has 
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stated’. It transpired that the ‘facts’ were intended to mean only those 
concerned with the patient’s medical management. 


20. The registrar was given the job of passing on to the relatives the 
unwelcome news that the patient was to be discharged a week later. This 
was undoubtedly a rather delicate task and, however much he may have felt 
he was provoked, he made some remarks about the family’s responsibilities 
which I regard as both tactless and ill-judged; and I criticise him for this. 


(c) The complaint about post-discharge arrangements 


21. The complainant told my officer that the field social worker had 
agreed to arrange for someone to accompany her mother-in-law home if her 
efforts to defer the discharge failed. In the event, she arrived home 
unaccompanied at about 11.30 am on 16 February. When the complainant 
reached her mother-in-law’s house by late afternoon, she discovered that the 
social worker had visited at lunch time. But, as her husband said in a letter 
to his Member of Parliament, in the interim she had an accident in the 
kitchen. 


22. The senior officer of the SSD told my officer that their resources did 
not extend to providing escorts as suggested by the complainant’s relatives. 
The field social worker said that as far as she could remember, she had 
asked the hospital to tell her of the time of the patient’s discharge but that, 
when she telephoned the hospital on the morning of 16 February the patient 
had already left. She said that the complainant and her husband must have 
misunderstood what she had said about the arrangements because she would 
not have promised either an ambulance escort or someone to receive the 
patient at home. But she had wanted to see her as soon as practicable and 
had visited within about two or three hours. She also called with an 
occupational therapist on 17 February, and the following day another visit 
was made when the patient was provided with a chemical lavatory. 


23. The duty sister on the ward on the morning in question is now in the 
United States but my officer saw her colleague. This sister explained that the 
social worker could only have been told by the ward whether discharge 
would take place in the morning or afternoon. Patients could wait for up to 
two hours in the reception area after leaving the ward, and only the 
ambulance section could give an accurate time for departure. If the social 
worker had asked to be telephoned this should have been entered in the 
‘nursing orders’ which form part of the patient’s notes. No such message is 
recorded, although other matters to be arranged on discharge are. 


Findings 

24. There was clearly some misunderstanding between the complainant 
and the field social worker as to what services would be provided for her 
mother-in-law on discharge from hospital, but I am unable to explain how 
this happened. In view of the evidence of the nursing notes I think it 
possible that the social worker was mistaken in believing that she had asked 
the hospital ward to get in touch with her. But she anyway visited the 
patient very promptly following her discharge. I do not find any reason to 
criticise the hospital for their part in the arrangements. 


Lo 


Conclusions 


25. I have some sympathy with all those concerned in this case. The 
medical team felt that they had restored the patient’s health to the point 
where she could be discharged, even though it was not ideal that she should 
live on her own. But the SSD could not find her a place in a local authority 
home and, meanwhile, she was occupying an acute medical bed that was 
evidently badly needed. I have not criticised the hospital for the discharge 
itself or the way it was effected; but I think the registrar was tactless in his 
dealing with the complainant and the Authority have asked me to repeat 
their apologies for this. 


Case No. W.477/77-78—Failure to notify parents of the discovery of an eye 
defect in their daughter 


Complaint and background 


1. On 18 March 1977 the complainant noticed that there was something 
wrong with the left eye of his daughter, then aged six. He took her to his 
family practitioner, and as a result an operation to remove the eye was 
performed on 24 March. The complainant contends that an abnormality of 
the eye was detected on or around 18 January 1977 following a routine eye 
test by two school nurses at the infants school but neither he nor the family 
doctor was informed of this. He also contends that the Regional Health 
Authority (the Regional Authority) and the Area Health Authority (the 
Area Authority) have failed to deal adequately with his complaint. 


Investigation 


(a) The complaint that neither the complainant nor his family doctor were 
told about the result of the eye test 


2. The complainant told me that on 18 March 1977, having noticed the 
defect in his daughter’s eye, and before taking her to his family doctor, he 
called at the school to tell the headmistress why his daughter would be 
absent that day. The headmistress told him that an abnormality of the left 
eye had been detected two months earlier during a routine eye test at 
school. The complainant had known nothing about this and when he saw his 
family doctor later that day he found that he also had not been informed of 
the test or of its results. On examination the doctor found the daughter’s eye 
to be sightless, and he referred her the same day to hospital where the 
diagnosis was confirmed. The eye was removed on 24 March. 


3. The Area Authority told me that the area had two sectors, A and B, 
each providing health services for its separate metropolitan district. The 
procedures for eye testing in schools were those in operation at the time of 
the reorganisation of the National Health Service in 1974, and differed in 
some particulars. Both provided for annual routine testing, but in sector A 
provision was made for defects to be recorded on a ‘defect card’, whereas 
sector B recorded the findings in a book. In both sectors it was the 
responsibility of the school nurse or health visitor to notify the parents of 
children found to have serious defects, and to ascertain whether they wished 
the child to be seen by the family practitioner or at the eye clinic. The school 
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head teacher would also be told. The school nurses concerned in the 
complaint were normally employed elsewhere in sector B and had been sent 
to the school to check children’s hair in the absence of the nurse who 
normally dealt with them. While there, they carried out routine eye tests, 
and so discovered the abnormality in the complainant’s daughter’s eye. 


4. I have seen statements completed by the staff concerned during the 
course of the Area Authority’s own investigation of the complaint. Those 
completed by the nurses who carried out the tests said that they attended 
the school on 18 and 19 January. Before their visit it had been established 
that ‘follow-up’ action on the results of their examination would be carried 
out by staff at the Health Centre. It was apparent before the test was carried 
out on the complainant’s daughter’s eyes that they were not of normal 
appearance and the test itself showed one eye to be sightless. This fact was 
entered in the record book, and the headmistress informed. On return to the 
clinic the record book was handed to the health visitor and the results of the 
complainant’s daughter’s test and that of another child with a vision defect 
were drawn to her attention. She undertook to deal with the matter. The 
nurses confirmed this account during their interview with my officer. They 
said that, had they been operating in their own part of sector B, they would 
themselves have taken the initiative in informing the parents, but in this case 
their prior arrangement had been that the health visitor would do this. They 
confirmed that they had immediately observed that there was something 
wrong with the complainant’s daughter’s eye, and expressed the opinion that 
this would have been obvious even to a layman. They were both sure that 
the health visitor had been informed and had said she would take action. 


5. I have examined the relevant pages in the record book which show that 
in December 1975 the complainant’s daughter’s eyesight was normal. The 
entry for January 1977 shows ‘nil’ vision in the left eye and normal vision in 
the right. 


6. The health visitor told my officer that she was one of two health 
visitors working at the Health Centre. Her colleague, who was normally 
responsible for the school, had gone on holiday that morning. The schooi 
nurse who usually dealt with the school was also absent on leave. Had she 
been on duty, the nurse would either have reported the discovery of an 
abnormality to the other health visitor or taken further action herself. This 
would have meant visiting the parents to find out if they wished the child to 
be referred to the family practitioner or direct to the eye clinic. If it was not 
possible to contact the parents personally, they would be asked to complete 
and return the necessary consent form by post. The family practitioner 
would also be informed. The health visitor agreed that an arrangement had 
been made with the two visiting nurses for the results of the tests to be 
reported to her. She had no recollection of being told about this child’s eye 
defect, and was sure that, had she been informed, she would have followed 
the normal procedure. She said that, at the time of the incident, there was 
no provision for any record to be made of abnormalities apart from an entry 
in the record book. She and her colleagues at the Health Centre had since 
devised a ‘defect card’—not of the same pattern as that used in sector 
A—which was used to record the action taken after a defect had been 


a8, 


discovered. This was additional to the entry in the record book, which 
continued to be maintained. 


Findings 

7. Both the school nurses and the health visitor normally responsible for 
the school were on holiday, and it was a breakdown in the temporary 
arrangements made in their absence which resulted in the failure to carry 
out the prescribed procedure, which the Area Authority has admitted. The 
main cause was human error, against which no procedure can be wholly 
proof. Nevertheless it seems to me that the scope for error was increased in 
the absence of any provision for the recording of the action taken once a 
defect had been observed. The staff concerned have recognised this by the 
introduction of a ‘defect card’ though this is apparently an informal 
arrangement applying only to the Health Centre. I hope that the Area 
Authority will take advantage of the experience gained in sector A, where 
the use of defect cards is standard practice, in considering whether the 
procedure should be formally extended to sector B and, if so, advise school 
nurses and health visitors on the format of the cards and their use. 


(b) The complaint that the Regional Authority and the Area Authority have 
failed to deal adequately with his complaint 


8. The complainant instructed a firm of solicitors to write to the Area 
Authority on his behalf, and they did this on 10 April 1977. Their letter 
described the sequence of events, requested an explanation of the failure to 
inform either the complainant or his wife or their family doctor of the result 
of the eye test on or about 18 January, and asked for copies of the reports of 
that test and of the previous one carried out 12 months earlier. The Area 
Authority told me that their normal practice, on receiving a complaint, was 
to investigate it and then invite the complainant to talk to the appropriate 
senior officer. This usually resulted in a satisfactory settlement. In this case, 
however, as the enquiry was from a solicitor it was felt that the correct 
course of action was to ask the legal adviser to the Regional Authority to 
deal with it. His reply dated 9 June 1977 confirmed that the abnormality 
was detected on or about 18 January and accepted that the health visitor 
should have reported the facts to the child’s parents and to the family 
doctor. The reply suggested that the health visitor had omitted to do so as 
she was short-staffed at the time. The legal adviser said there did not seem 
to be any concrete evidence that the failure to report the abnormality at an 
early stage had contributed to the loss of the eye and quoted the consultant 
ophthalmologist who treated the complainant’s daughter as saying that he 
did not feel it would ever be possible to make an exact diagnosis of the eye 
condition. The letter concluded by saying that that the Area Authority were 
very concerned at this apparent breakdown of communication and would 
wish to express their regrets and sympathy to the parents. 


9. The Regional Authority told me that they were never asked to deal 
with the matter as a complaint. The legal adviser, although an officer of the 
Regional Authority, was acting as adviser to the Area Authority. He 
received no reply to the letter he wrote to the complainant’s solicitors, and 
would have been prepared to give further explanations had they indicated 
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dissatisfaction. The Area Authority told me that, although the letter sent by 
the legal adviser did not necessarily in their view express their sincere 
apologies for the error, it clearly outlined the reasons for it. In the absence 
of any response, they assumed that the explanations had been accepted. 


10. The complainant, in his letter to me, said that the legal adviser’s 
explanation was unsatisfactory, and he regarded as particularly offensive 
that paragraph which expressed the authority’s concern at the ‘apparent 
breakdown of communications’, a reference he considered more appropriate 
to an application for school meals than to matters involving a young child’s 
eyesight. 


Findings 


11. It is the normal practice for a health authority, when dealing with a 
complaint which might result in litigation, to seek the help of the Regional 
Authority’s legal adviser. In the circumstances, I think the Area Authority 
were justified in following this course when they received the letter from the 
complainant’s solicitors. I accept that the Regional Authority as such were 
not directly concerned in the complaint since the legal adviser was acting for 
the Area Authority when he replied to the solicitors. I therefore do not 
criticise them. However, I feel that the reply sent to the solicitors on the 
Area Authority’s behalf, containing, as it must, a frank admission of 
responsibility for an error, could have been more sympathetically worded. I 
appreciate the complaint that the paragraph expressing the Area Authority’s 
concern was inadequate having regard to the serious nature of the error. 
Some recognition of the distress caused to the child and her parents, and an 
assurance that procedures would be reviewed to avoid a repetition, would 
have been more appropriate than the perfunctory expression of regret which 
was actually offered. 


Conclusions 


12. I have every sympathy with the complainant and his wife and 
daughter, and fully appreciate their anxiety to ensure that the facts about 
what the complainant calls ‘this unhappy sequence of events’ should be fully 
established. My investigation has confirmed that there was human error, as 
described in the reply sent to the complainant and I recommend that the 
Area Authority should examine their procedures to satisfy themselves that 
there is no possibility of a recurrence. I have criticised the wording of the 
reply sent on the Area Authority’s behalf, but accept that it was composed 
by the legal adviser in the light of possible legal action. The Area Authority 
have assured me that it did not adequately express their own concern and 
regret, and have told me that they propose to write direct to the 
complainant in more appropriate terms. 


Case No. W.36/78—-79—Waiting time for NHS treatment 


- Complaint and background 
1. The complainant’s daughter was examined by her family practitioner 
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on 3 January 1978. The doctor recommended specialist treatment and wrote 
to the hospital asking for an appointment to be arranged with a consultant 
dermatologist. The complainant contends that because of the length of time 
he was told his daughter would have to wait for treatment under the 
National Health Service and because he was not informed of an 
appointment made for his daughter at the hospital on 19 January 1978, he 
incurred the expense of arranging private treatment for her. 


2. The complainant is also dissatisfied with the way in which the Family 
Practitioner Committee (FPC) and the Area Health Authority (the 
Authority) dealt with his representations on this matter. 


Investigation 


3. Although the part of the Act which defines the scope of my office 
precludes me from investigating the actions of family practitioners (and their 
staff) I have found it necessary to seek evidence from them in order to 
understand the events preceding these complaints. 


The complaint about the need for the complainant to incur the expense of 
private treatment 


4. In a letter to the FPC and in an interview with my officer the 
complainant and his wife stated that they had first taken their daughter to 
their family practitioner early in November 1977 with a suspected verruca 
on her foot. The doctor did not think it was a verruca and told the 
complainant’s wife to bring her back if it got worse. At the end of November 
she took her daughter to see another doctor in the practice. The latter 
confirmed the presence of a verruca and prescribed treatment for it. 
However the condition grew worse with the appearance of more verrucae 
and on 3 January 1978 she took her daughter to see the second doctor 
again. 


5. The complainant’s wife said that on 3 January the doctor told her that 
her daughter would have to see a specialist. Although she did not say when 
or where this would be the complainant’s wife understood a request would 
be sent that day. Thereafter the complainant’s wife asked several times at 
the health centre about the specialist appointment. On or about 12 January 
she was told by a clerk at the health centre that her daughter would have to 
wait about nine months before being seen at the infirmary; alternatively she 
might be seen at the hospital in March. 


6. The complainant said that on either the day his wife told him this or 
the next day, she contacted the health centre again to see if an earlier 
appointment could be obtained. His wife said that she was told by the same 
clerk that if she did not want to wait for an NHS appointment treatment 
could be done privately. Together they discussed this possibility and decided 
to go ahead in view of their daughter’s deteriorating condition. Treatment 
was carried out privately on 23 January. The complainant later learned that 
an appointment had been made for his daughter at the hospital on 19 
January. But he told my officer that they had received no notification of this 
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and the first he heard of it was at a meeting at the Authority on 20 
February. 


7. The family doctor who saw the complainant’s daughter on 3 January 
1978 told my officer that the options for treatment for her were explained to 
her mother at the time of the examination and that she wrote immediately 
to the hospital asking for an early appointment. Although she could not be 
entirely certain, she thought that the possibility of private treatment may 
first have been suggested by the complainant’s wife on 3 January and that 
she might have gone away to consider this. The doctor was uncertain of the 
sequence of events thereafter, but an entry in the medical notes indicated 
that arrangements had been put in hand for her to have private treatment. 
The doctor also told my officer that she had heard nothing more about her 
request for an appointment at the hospital and was not informed of the 
patient’s failure to attend the clinic on 19 January. She added that it is 
common practice for an NHS appointment to be sought even though private 
treatment is being considered. 


8. The clerk at the health centre told my officer that when the 
complainant’s wife and daughter were seen by the doctor on 3 January 1978 
she had been asked by the doctor to contact the hospital about a possible 
appointment. This was a normal duty. She was advised by the hospital that 
an appointment could be given at the March clinic and she reported this to 
the doctor while they were present. The doctor then asked her to find out 
about a possible appointment at the infirmary. The clerk told my officer that 
she was then asked to make enquiries about a private appointment and the 
cost. 


9. The clerk could not remember when she obtained this information but 
was certain it was on or soon after 3 January. She remembered the 
complainant’s wife coming into the health centre a few days later when she 
advised her about the cost of treatment. She could not remember any 
particular conversation on 12 or 13 January, but she felt sure that she would 
not have suggested that the complainant’s daughter should have private 
treatment, although she may well have repeated the information previously 
given. 


10. The Authority’s administrative services manager told my officer that 
the clinic at the hospital for warts and similar conditions is normally held 
only once per month, twelve patients are usually scheduled to attend, and 
the waiting list is not usually long. However in view of the number of 
patients then on the waiting list — he said there were 32 on 11 January — it 
was decided on 11 January that an additional clinic should be arranged for 
19 January. The complainant’s daughter was offered an appointment for this 
clinic and an appointment card was sent to her home address. 


11. The records clerk at the hospital confirmed that the clinic is normally 
held on the first Wednesday of each month. Because of the increase in 
_ referrals at that time it had been decided to increase the number of patients 
being seen at each scheduled clinic from 12 to 20. I have seen that the 
request from the doctor for an early appointment was endorsed ‘soon 
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please’ by the consultant dermatologist. The records clerk said that when 
this was returned to her she entered the complainant’s daughter’s name on 
the list for the additional clinic to be held on 19 January and prepared the 
appointment card. She thought that the appointment cards had been posted 
at about 4.00 pm on 11 January. The list of patients prepared for this clinic 
shows the complainant’s daughter as fourth on the list. Of the 18 patients 
given appointments only one other failed to attend. The records clerk told 
my officer that she could not remember receiving any telephone call from 
the doctor about an appointment. 


12. The records clerk would normally issue a standard form to notify the 
family doctor of a patient’s failure to attend a clinic. However in this case 
the papers had been returned from the clinic with a note that one of the 
clinic doctors had written to the family doctor. The administrative services 
manager spoke to this doctor who had confirmed that it had been his 
intention to write but that he had apparently forgotten to do so. 


Findings 

13. I consider that to a large extent this part of the complaint is 
concerned with communication between the complainant and his wife and 
the family doctor and her staff. Paragraphs 7 to 9 give the information 
obtained from the doctor and the clerk at the health centre, but as I have 
explained in paragraph 3 I do not investigate or comment upon their 
actions. 


14. Although the records clerk at the hospital cannot remember any calls 
from the family practitioner I feel sure that a call must have been made on 3 
January to ascertain the state of the waiting list and that she would have 
explained, in accordance with the situation as it then stood, that the next 
clinic at which the complainant’s daughter could be seen would be the 
March one. Numerically the waiting list for this particular clinic was small, 
but as the clinic was normally held only once per month at that time some 
patients might have to wait up to two months before being seen, and the 
Authority stated that the average waiting time at 31 December 1977 was 42 
days. The Authority was clearly conscious of this situation and to reduce the 
waiting time an additional clinic was arranged for 19 January. From the 
evidence I have seen I have no doubt that an appointment card was 
despatched to the complainant’s daugiter and it is extremely unfortunate 
that it failed to reach her for had it done this complaint might have been 
avoided. However, I cannot uphold the complaint that the Authority were 
responsible for the complainant’s decision to have his daughter treated 
privately. 


15. The Authority have told me that they will apologise to the 
complainant for the failure of the doctor to write to the family practitioner 
when his daughter did not attend the clinic. 


The complaint about the way in which the FPC and the Authority dealt with 
the complainant’s representations 


16. On 13 January 1978 the complainant wrote to the FPC outlining the 
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treatment until then and stating that in view of his daughter’s worsening 
condition she required specialist treatment which could not be obtained for 
at least nine months. In the absence of NHS treatment within a reasonable 
time he said he had no option but to arrange private treatment and he 
invited the FPC to inform him immediately of any alternative suggestion. He 
had no intention of meekly paying a second time for services for which he 
had already paid through NHS contributions and he would keep records of 
all his expenses for submission on completion of treatment. 


17. The FPC administrator told my officer that he received the 
complainant’s first letter on 16 January and next day spoke to the area 
medical officer (AMO) who explained the patient’s condition. The FPC 
chairman confirmed to him that there was a nine month waiting list at the 
infirmary for the treatment of verrucae. On 17 or 18 January he rang the 
senior doctor at the health centre who also confirmed the infirmary’s waiting 
time but told him that the patient was to be referred to the hospital in 
March. This conversation led the FPC administrator to believe that the 
complainant’s daughter was to be seen by her own doctor within a day or 
two. The FPC administrator told my officer that he felt he could have done 
no more to investigate the complainant’s difficulties at that time. But he 
agreed that he could have replied earlier than 3 February. 


18. As the complainant had received no reply to his letter of 13 January 
he wrote again on 1 February, and also to the Chairman of the Authority 
enclosing copies of his letters to the FPC, stating that he would have 
expected the FPC, once they had dealt with matters falling within their 
jurisdiction, to have referred the remaining matters to the AMO. The 
chairman of the Authority replied to the complainant on 2 February saying 
that she had passed the correspondence to the chairman of the FPC with 
whom she had discussed the matter and who she felt was the best person to 
deal with it. 


19. The complainant wrote to the FPC administrator on 7 February 
stating that his reply of February had missed the point of his original letter 
which was that the NHS had failed to fulfil its responsibilities to his family. 
He also wrote to the chairman of the Authority accusing her of ‘passing the 
buck’ by referring the matter to the FPC chairman. The Authority chairman 
replied to this letter on 9 February stating that the waiting time at the 
hospital at 31 December 1977 was 42 days and that she understood an 
appointment, requested on 3 January, was to be made (for the 
complainant’s daughter) in March. She invited the complainant to meet her 
and the officers, and this was arranged for 20 February. At this meeting the 
complainant stated that his wife had been advised that although the 
appointment at the infirmary would take nine months, possibly an 
appointment could be obtained at the hospital in March. He heard for the 
first time that an appointment had in fact been made for his daughter at the 
hospital on 19 January, although she had not received the appointment card. 
The Authority were carrying out an investigation into this. He indicated that 
as he had had to make his own arrangements for his daughter’s treatment, 
he expected to be reimbursed. It was explained to him that this was not 
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possible. As the complainant was dissatisfied with that decision, it was 
suggested that he write to me. 


20. The complainant referred the matter to his Member of Parliament 
who, after receiving a letter from the Authority outlining the history of the 
matter, wrote to the chairman pointing out that his constituents had incurred 
expense which they could not afford ‘because there was a complete 
breakdown in the services provided by the NHS’ and that they were looking 
to the NHS for compensation. The chairman replied that there is no 
provision under the National Health Service Act by which private fees 
incurred by members of the public can be met from public funds and that 
she did not accept there had been a complete breakdown in their services. 
The Member then referred the complaint to me. 


Findings 

21. There is no doubt that the original letter dealt to a large extent with 
the actions of family practitioners and it is understandable that the FPC 
administrator should have taken it to be a complaint about the treatment 
prior to 3 January. Hospital waiting lists are not the responsibility of family 
practitioner committees but nevertheless the FPC administrator made some 
enquiries which confirmed that the waiting time at the infirmary was nine 
months but that the complainant’s daughter was expected to be seen at the 
hospital in March; the complainant’s wife had been told this on or about 12 
January. The FPC administrator was led to believe that this matter would be 
cleared up between the parents and her family doctor. He told the 
complainant in his letter of 3 February that if he wished to complain about 
the length of waiting time he should write to the AMO. He might have 
replied earlier to the first letter but it would have made no difference to the 
outcome, as he did not know of the extra clinic. 


22. Apart from the failure to inform the complainant of the actions taken 
on receipt of his letter of 13 January, I consider that the Authority dealt 
expeditiously with his other letters. He first complained to the FPC on 13 
January and by 20 February there had been a meeting with the chairman of 
the Authority and officers. 


Conclusion 


23. I can appreciate the anxiety the complainant and his wife felt as their 
daughter’s condition grew worse, and it is understandable that they chose to 
have private treatment for her rather than have her wait for March. 
However I found that the Authority had themselves taken steps to reduce 
the waiting time for this particular clinic. It is extremely unfortunate that the 
appointment card sent to the complainant’s daughter was not received by 
her but this is not the fault of the Authority. I do not believe that the 
Authority should be held responsible for the complainant’s expenses arising 
from his decision to seek private treatment. 


200 


Case No. X.2/77-78—Delays and inadequacies in consultations and 
treatment 


Complaint and background 


1. The complainant, a state registered nurse, midwife and health visitor 
first wrote to my predecessor Sir Alan Marre in November 1973, 
complaining of maladministration by a former Hospital Management 
Committee and a Regional Hospital Board. She enclosed a number of 
letters she had exchanged with these bodies and others, including her 
Member of Parliament and the Department of Health and Social Security. 
Sir Alan replied to her letter in detail, but explained that as her complaints 
appeared to relate to events which took place between 1964 and 1970/71, 
and in many cases referred to matters of clinical judgment outside his 
jurisdiction, he could not usefully investigate them. Subsequently the 
complainant pursued her grievances with the Area Health Authority (the 
Authority), and latterly with the Chairman of the Regional Health 
Authority. She wrote to me on 21 April 1977, again enclosing 
correspondence, much of which related to the complaint originally made in 
1973. I noted, however, that she had referred, in her letter to the Regional 
Health Authority, to her dissatisfaction with treatment she had been given 
while an out-patient at a hospital between September 1975 and September 
1976. This was a new issue which might fall within my jurisdiction, and I 
advised the complainant to give details to the Area Health Authority so that 
they might have the statutorily required opportunity to investigate and 
reply. The complainant followed this advice, and detailed her complaints in 
a letter dated 9 May 1977 addressed to the Chairman of the Authority. His 
reply to her of 16 June suggested that the complaint be referred to me for 
investigation under the provisions of the National Health Service 
Reorganisation Act 1973 Section 35(5) (now superseded by Section 117 of 
the National Health Service Act 1977). A request by the complainant for 
further discussions was rejected, and she then agreed to the Authority’s 
proposal. On 18 July the Authority sent the papers to me, and I agreed to 
undertake an investigation. The complainant contends that: 


(a) although her own doctor wrote to the Hospital on 16 April 1975 she 
did not receive an appointment until 10 September; 


(b) when she attended for that appointment her case notes were not 
readily available and had to be fetched from the district 
administrator’s office. They bore instructions that she was not to be 
allowed to see or to handle them, and that they were to be returned 
after use to the district administrator’s office; 


(c) when she was examined by the consultant, there was a lack of 
privacy so that she was not able to explain her problem to him; 

(d) during a physiotherapy session she was given a copy of a reducing 
diet, but no mention of this was made in the letter belatedly sent to 
her own doctor by the consultant. She was not told why she had 
been put on the diet or for how long; 

(e) some of the physiotherapy exercises ordered for her were not given; 

(f) after the final physiotherapy session on 10 November she was told 
that she would have to see the consultant again, but no appointment 
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was made until 10 December and this was cancelled due to 
industrial action; 


(g) on 19 May 1976 she attended for her rearranged appointment and 
had to wait for 2 hours to see a doctor; and 


(h) notes requested by this doctor on 19 May had not arrived by 9 June 
and although she was promised a further appointment, this was not 
given until 10 September—and then only after an approach by her. 


Investigation 
(a) The complaint that she had to wait for 5 months for an appointment 


2. The complainant told my officer that on 16 April 1975 her family 
practitioner had written to the consultant orthopaedic surgeon at the 
hospital, asking that she should be seen. She did not receive an appointment 
until September 1975 and then only after her family practitioner had put 
pressure on the hospital 


3. The consultant orthopaedic surgeon told my officer that he personally 
examined the referral notes that came to his clinic to identify priority cases. 
He based his decision on the family practitioner’s assessment of the urgency 
of the case and also upon his own judgment of the symptoms. The letter 
from the complainant’s family practitioner contained no indication of 
urgency and she was offered an appointment in the normal way. The district 
administrator confirmed that, as there was no indication of urgency in the 
referral there had been no reason why the complainant should have been 
given an appointment out of turn. At that time the waiting list for non- 
urgent appointments was 25 weeks. He added that there was a close 
relationship in the district between family practitioners and consultants and 
he was sure that, had there been any need for urgency, the family 
practitioner would have asked for and obtained an earlier appointment. 


Findings 

4. I can understand the complainant’s concern at the length of time she 
had to wait for an appointment with the consultant orthopaedic surgeon, but 
any decision about priorities on medical grounds was a matter for his clinical 
judgment and that of the family practitioner. Furthermore as her wait was 
comparable to that of other patients in the same category, she was not 
subjected to unfair discrimination. 


(b) The complaint that her medical notes were not readily available, were not 
retained in the normal filing system and bore an offensive endorsement 


5. The complainant told my officer that when she arrived at the 
appointment desk on 10 September her case notes were not there and had 
to be sent for. When they arrived she was able to see that an instruction had 
been written on the cover in red ink, indicating that she should not be 
allowed to handle them and that they should be returned to the district 
administrator’s office after use. She was sure that this was not normal 
practice and that she was being treated differently from other patients. 
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6. The district administrator told my officer that he kept the 
complainant’s notes in his office, because she had in the past gained access 
to them without permission and examined them, and he did not want this to 
happen again. He said that the only other notes retained in his office related 
to cases subject to legal action. I have seen the file cover, which bears a 
printed instruction that the documents are confidential and must not be 
handled by the patient. In addition there is an endorsement in red ink 
capitals as follows “These notes never to be handled by patient’. The district 
administrator said that the writing on the file cover was not his but he 
thought it probable that he had written on a former file cover and that the 
instructions had been transcribed when a new one was prepared. 


Findings 

7. I uphold the complaint on this point. I appreciate the need to ensure 
the confidentiality of medical notes, and to prevent patients from 
unauthorised access. The fact that the complainant had previously gained 
such access was a reason for taking precautions in custody and handling, but 


to do so in a manner so apparent to the patient was, in my view, 
unnecessarily provocative. 


(c) The complaint there was a lack of privacy during the examination by the 
consultant on 10 September 1975 


8. The complainant told my officer that she was examined in a curtained 
cubicle in the physiotherapy department. When she emerged from the 
cubicle she heard the consultant dictating a letter about her to her family 
practitioner. She regarded these conditions as unsatisfactory as she was not 
able fully to explain her problems to the consultant. 


9. The consultant told my officer that, to obtain the maximum possible 
degree of privacy, only alternate cubicles in the physiotherapy department 
were used for consultations. He agreed that the facilities were less than 
satisfactory but pointed out that even in the physiotherapy department of 
the new General Hospital now under construction, the examination and 
treatment area would still be a series of curtained cubicles. He had given the 
complainant a thorough examination and had performed a number of tests 
which were recorded in the case notes. He accepted that she had probably 
overheard his dictation but could not see why this should have worried her. 
He had no objection to a patient hearing his assessment of her condition 
unless it included elements which he thought might be disturbing. Had the 
complainant expressed concern about lack of privacy at the time he would 
have been able to transfer the consultation to another room. 


Findings 

10. It is accepted that the facilities available are less than ideal, but every 
effort is being made to provide such privacy as the conditions allow. The 
consultant examined the complainant to the extent he thought necessary and 
did not consider that his report to the family practitioner was unsuitable for 
her to overhear. I do not therefore uphold the complaint. 
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(d) and (e) The complaints that the need for a diet was not explained to her or 
her doctor, that exercises ordered for her were not given and the 
consultant’s report to her doctor was delayed 


11. The complainant told my officer that when she attended for her 
second physiotherapy session she was told she was late and after discussion 
with the physiotherapist she was informed that there had been a mistake and 
she did not need exercises after all. At either this or a later session she was 
handed a copy of a reducing diet without being told why or how long she 
should remain on it. Subsequently when she spoke to her family practitioner 
he had no knowledge of the diet. 


12. The district physiotherapist told my officer that the treatment 
prescribed for the complainant consisted of short-wave therapy and lumbar 
posture exercises. The exercises were mainly concerned with correct ways of 
standing, sitting and lifting. Since the kind of problems referred to the 
physiotherapy department were very often contributed to by overweight it 
was standard practice to hand an obviously overweight patient a diet sheet. 
(I have seen a copy of the diet sheet, which is headed ‘Reducing Diet’.) 
Normally when a diet sheet was given to a patient a general indication of its 
purpose was also given, but the district physiotherapist thought that the 
purpose and scope of a diet should have been obvious. It has not been 
possible to identify the physiotherapist who spoke to the complainant during 
her second session or who handed her the diet sheet but the district 
physiotherapist said that so far as she had been able to ascertain, all 
the exercises ordered for the complainant had been given. The clinical 
notes indicate that a report for family practitioner was completed on 
24 September on receipt of results of blood tests and x-rays. 


Findings 

13. A reducing diet was not specifically ordered by the consultant and 
therefore no mention of it was made in his letter to the family practitioner. I 
have been unable to ascertain what exercises, if any, were omitted. The two 
weeks’ delay in notifying the complainant’s doctor of the results of the 
consultation was, in my view, justified by the need to take account of test 
results. 


(f) The complaint that an appointment made for 10 December 1975 was 
cancelled due to industrial action 


14. The complainant told my officer she had finished her physiotherapy 
on 10 November. She said she had then been seen very briefly by the chief 
physiotherapist who had told her she would have to see the consultant again. 
The appointment had been arranged for 10 December but had been 
cancelled owing to industrial action, despite assurances to her family doctor 
and in the local newspapers that the action would not affect patients. 


15. The consultant told my officer that once a course of physiotherapy 
had been completed further action was subject to the discretion of the 
district physiotherapist. If the patient had shown satisfactory improvement 
she would be discharged. Otherwise a further medical examination would be 
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necessary. The district physiotherapist said that patients referred for re- 
examination were given an appointment a month in advance to allow time 
for any reaction to the physiotherapy to become apparent. On 10 November 
the complainant had said that she was no better and she had therefore been 
given an appointment for 10 December. 


16. The district administrator told my officer that no assurances had been 
given that the ‘work to contract’? by medical staff would have no effect. On 
the contrary, letters had been sent to all family practitioners and patients 
regretting any inconvenience and advising them what to do in urgent cases. 
A press release had been issued explaining the difficulties which might 
occur. I have seen these documents as well as a copy of a letter to the 
complainant from the physiotherapy department telling her that her 
appointment had been cancelled and suggesting that she should seek the 
advice of her family practitioner. 


Findings 

17. The complainant’s appointment for 10 December was properly made 
on clinical grounds so that her treatment could be continued. It is 
unfortunate that industrial action caused its cancellation, but the Authority 
did all that could be expected of them to warn patients of the situation and 
apologise for its effects. 


(g) The complaint that she had to wait 2 hours to see a doctor on 19 May 
1976 


18. The complainant told my officer that, following the cancellation of 
her appointment on 10 December, she had subsequently been told to attend 
at 10.45 am on 19 May. She had attended but had to wait 2 hours before 
she was seen by a doctor. 


19. The registrar who saw the complainant on 19 May told my officer 
that he remembered the consultation, which lasted about 40 minutes and 
took place towards the end of the session, which, according to the district 
physiotherapist, ended at about 1.00 pm. There were fewer doctors than 
usual on duty that day and consequently delays did occur 


Findings 


20. It appears that the clinic was running late that morning and the 
complainant had rather a long wait as a result. 


(h) The complaint that notes requested on 19 May had not arrived by 9 June 
and, as a result, her consultation was postponed until 10 September 1976 


21. The complainant told my officer that during her consultation with the 
registrar on 19 May he had told her that he would send for medical notes 
relating to previous examinations at another hospital. She had a brief 
consultation on 9 June with the consultant but the notes had not arrived and 
he had promised to send for her again when they did. She heard nothing 
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more and approached him again. She said she was then given an 
appointment for 10 September. 


22. The registrar told my officer that the notes from the other hospital 
were first sent for on 20 May (the day after his consultation with the 
complainant). This is confirmed by an entry in the case notes. I have also 
ascertained that that hospital received a request for the notes on 24 May. 
The notes were again requested on 22 June. The other hospital has now 
closed and I have been unable to find out why they were delayed. The 
Authority told me that, on 9 June, when she saw the consultant, the 
complainant was asked to go to the appointment desk on her way out and 
make an appointment for a date a month later, but she did not do so. The 
consultant himself was on holiday for 4 weeks from 14 July and on his 
return had a considerable backlog of work, including studying the 
complainant’s notes, which had by that time arrived. He made a special 
appointment to see her on 16 September 1976 outside his normal consulting 
hours, and had spent about 2 hours with her. I have seen a letter, written the 
same day, which the consultant sent to the complainant’s family practitioner. 


Findings 

23. The Authority tried to obtain the notes immediately they were 
required but for reasons which I cannot now determine there was a delay in 
their despatch from the other hospital which resulted in a postponement of 
the complainant’s consultation, which I have established took place on 16 
September and not on 10 September as she thought. It does appear, 
however, that the consultant did his best to offset the effects of the delay by 
seeing her outside his normal clinic, and I therefore find no cause for 
criticism of the Authority in this respect. 


Conclusion 


24. I have indicated my findings on each point of complaint, I have 
criticised the Authority for their handling of the complainant’s case notes, 
and suggest they might adopt a less obtrusive method of ensuring their 
confidentiality. The Authority have accepted that the complainant may have 
had a long wait at the clinic on 19 May 1976 and have asked me to 
apologise to her on their behalf for any inconvenience she suffered. The 
delay in sending case papers from the other hospital was unfortunate, but 
not the fault of the Authority. For the rest, I have been unable to find any 
substance in the complaints. 


Case No. SW.23/75-76—Hospital dental treatment 


Complaint and background 

1. In July 1973 the complainer was fitted with a full set of dentures by 
her local dental practitioner. The dentures were unsuitable and several visits 
were made to have them modified. Eventually, in February 1974, new 
dentures were supplied. The complainer continued to suffer discomfort and 
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irritation in her mouth and in June 1974 was advised by her doctor to return 
to her dentist, who subsequently referred her to the hospital. 


2. The complainer was dissatisfied with various aspects of her treatment 
and complained to the Health Board of injustice, hardship and harassment 
during her attendance at the hospital. But she was not satisfied with the 
manner in which the Health Board dealt with her complaint and asked me 
to look into it. After I had agreed to start an investigation I learned from the 
Health Board that a further complaint had been received about the manner 
in which tests had been carried out to establish whether or not the 
complainer was allergic to any of the materials used in making her dentures. 
I also agreed to look into this. 


Investigation 


The complaint about her treatment at the hospital 


3. The complainer said that dentures provided by her own dental 
practitioner in July 1973 were found to be unsuitable as they hurt her mouth 
and could only be worn for short periods at a time. During the next few 
months she attended her family practitioner for treatment to her mouth 
while several attempts were made to modify her dentures. A new set of 
dentures was supplied in February 1974 but these also proved to be 
unsuitable and in July of that year she was referred by her dentist to the 
hospital. 


4. The complainer told me that her first hospital appointment was at the 
Department of Oral Medicine on 5 July when she was seen by a consultant 
who prescribed a course of antibiotic therapy for an infection of the mouth. 
Soon after this, on 27 August, she was seen at the Prosthetics Department 
where, after examination, modification of the dentures was recommended. 
Some modifications were carried out but the complainer said that the dental 
surgeon indicated that he would not discourage her from getting other 
dentures made. She was by this time convinced that the condition of her 
mouth was caused by a reaction to the materials used in making the 
dentures. The complainer said that when she saw him again in late October 
1974 so that he could check the result of the modifications she told him that 
she could still wear her dentures for short periods only, at infrequent 
intervals. No further appointment was offered. In the absence of any 
communication from the Prosthetics Department, the complainer wrote to 
the dental surgeon on 12 December 1974 seeking his advice about new 
dentures and what material should be used. His reply was received on 17 
January 1975, stating that she could have new dentures if she so wished and 
that the choice of materials was a matter for agreement between the 
complainer and her own dentist. He also said he was convinced that the 
symptoms from which she was suffering were not related to the materials 
from which her dentures were made and that he would not therefore 
compromise the choice of materials for new dentures in any way. Her own 
dentist told her, however, that the supply of satisfactory dentures was now a 
matter for the hospital, because modifications to her existing dentures had 
been carried out there. 
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5. The dental surgeon who first treated the complainer at the Prosthetics 
Department is no longer at the hospital, but an examination of the clinical 
notes has shown that from 27 August until 11 October 1974 the complainer 
attended that department on eight occasions for assessment and 
modification of her dentures. She was also seen by the dental surgeon in late 
October, with the consultant in oral medicine, when it was noted that the 
condition of the denture-bearing tissue was now satisfactory. Arrangements 
were made to see her in three months time at the Department of Oral 
Medicine. 


6. The complainer informed me that during her next visit to the 
Department of Oral Medicine, in February 1975, the consultant told her 
while discussing her problem that there were plenty of good dentists around 
who could treat her but that it would be unethical for him to identify them 
for her. She said he also told her that a request for such information from 
the District Dental Officer (DDO) would only result in her being referred 
back to the hospital; he then advised her to approach the Prosthetics 
Department once again. 


7. The consultant at the Department of Oral Medicine told my officer 
that the complainer had been convinced that she was allergic to the 
materials used in the manufacture of the dentures. But this was such an 
uncommon condition that tests and treatment carried out between July 1974 
and February 1975 were aimed at identifying a more common cause for the 
symptoms presented. He said that when the complainer visited his clinic in 
February 1975 she expressed dissatisfaction with the approach to her 
treatment and remained convinced she had such an allergy. He had 
therefore suggested that he could arrange an allergy test and also offered 
admission to another hospital for a complete physical assessment, but he 
said the complainer refused this. The complainer has denied being offered 
such treatment at that time, but I have seen the clinical notes in which the 
consultant recorded the information, and a copy of the letter dated 10 
February which he sent to the general practitioner telling of the offer of 
testing and hospital admission and of the complainer’s refusal. Accordingly I 
am in no doubt that such treatment was offered and I can only assume that 
she misunderstood what was being said to her. 


8. The complainer told me that she telephoned the Prosthetics 
Department on 7 February 1975 and obtained an appointment for a week 
later. She said this appointment was cancelled, however, and no further 
appointment was offered. On telephoning the Health Board’s office for 
advice, she was referred to the DDO, who advised her that it was a matter 
for the hospital to resolve and that if the departments concerned could not 
agree on a Satisfactory approach to her problem she should write to the 
Director of Dental Education at the hospital. This she did on 13 March 
1975 as a result of which she was given an appointment to see the professor 
in the Prosthetics Department on 18 April 1975. 
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9. Of her first appointment with the professor on 18 April 1975 the 
complainer stated that, having first been subjected to harassment, she was 
told that in his opinion there was enough wrong with the dentures to 
account for the symptoms she complained of and that further appointments 
would be necessary to carry out the treatment required. She told me that 
such an appointment was made for 20 May 1975, but this was cancelled by 
the hospital by telephone, it being said that because she had failed to keep 
an appointment on 16 May she could not now be seen until 30 May 1975. 
But the complainer said that she had not been given an appointment for 16 
May. She was seen by the professor at the Prosthetics Department on two 
more occasions, 30 May and 20 June 1975. She told me that on the latter 
visit, with the symptoms still persisting, she was again subjected to 
harassment and although she was told that a new set of dentures would be 
necessary she was dismissed by the professor without being given a further 
appointment and told ‘We will be in touch’. 


10. I have seen the appointments book for 21 February which shows that 
an appointment for the complainer had been entered for that day and 
subsequently cancelled. Because the doctor with whom this appointment 
was made is no longer with the hospital the Health Board are now unable to 
account for this cancellation and the failure to give the complainer another 
appointment. My officer examined the. appointment records for 16 May 
1975 and noted that the complainer had been given an appointment for that 
day. There were no appointments shown for 20 May as the professor was 
not available on that day. However, I have seen a copy of the complainer’s 
appointment card which shows a deleted entry giving an appointment for 16 
May and another giving an appointment for 20 May. The professor told my 
officer that if he wanted to see a patient again he would tell the nurse to 
make an appointment and leave it to the nurse to arrange the particular time 
and date. He did not rule out the possibility that different dates could be 
entered on the appointment record and card in error. 


11. The professor told my officer that he had no recollection of being 
unpleasant towards the complainer and certainly did not consider that he 
had harassed her in any way. He said he had recognised that if her problem 
were to be resolved, it would be necessary to encourage her to recognise a 
common objective and to agree with the proposed means of achieving it. 
The professor considered it was essential for him and not the patient to 
control the management of the case. I have seen that to this end he 
commented in the clinical notes on 20 June 1975 that a complete 
replacement of the dentures was necessary ‘. . . but patient will require firm 
handling’. 


12. The professor denied that the complainer had been ‘left in limbo’ 
after his decision on 20 June 1975 to supply new dentures. He explained to 
my officer that, pending the result of examination by the Department of 
Oral Medicine, he had not decided on a specific timetable for the treatment. 
He said he was not in favour of jumping to conclusions as difficulties with 
dentures are often created by patients’ attitudes and frequently resolve 
themselves with the passage of time. He did not feel that a vacuum had 
resulted from his temporary absence abroad from July 1975, as the clinical 
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notes were fully documented and referral from one department to another 
was automatic. He considered that he was correct not to give a further 
appointment until the Department of Oral Medicine had finished their 
examination. 


13. Although the complainer felt that she was harassed by the professor 
he has denied this. I do not believe that it was his intention to upset the 
complainer and although I cannot say for sure, it would seem likely that it 
was a note of firmness in his attempt to control the management of the case 
which the complainer found unpleasant. 


14. With regard to her difficulty over appointments, however, it appears 
that the complainer was forgotten in February and was later given a wrong 
date, viz 20 May instead of 16 May. And after her appointment on 20 June 
at the Prosthetics Department no entry was made in the clinical notes 
indicating if and when she was to be recalled to that Department. I consider 
that the complainer had cause for complaint on these counts. 


15. The complainer told me that she was seen by the consultant in oral 
medicine on 17 July 1975; she said she had expressed her dissatisfaction 
about the delay in her treatment and that he undertook to resolve the 
matter. As she had heard nothing further, the complainer said she 
telephoned the Prosthetics Department on 18 September to find out when 
treatment for replacement dentures would begin, only to be told that the 
professor had now left the country and it was not yet known who would be 
treating his patients. She also telephoned the consultant in oral medicine to 
tell him of her difficulty and he again promised to look into the matter for 
her. Two weeks later the complainer received a letter from the professor in 
oral medicine asking her to come and see him on 13 October, which she did. 
She said he told her he was seeing her because she was having difficulty 
getting an appointment with the Prosthetics Department. The complainer 
told me that he then made arrangements for her to be seen at the 
Prosthetics Department on 16 November, telling her that although new 
dentures could be supplied they would not necessarily relieve the symptoms 
of which she complained. 


16. I have examined the clinical notes for 17 July 1975 and can find no 
indication that the consultant in oral medicine had promised to look into the 
question of delay in treatment of replacement dentures. They merely 
conclude with a note of the consultant’s intention to see her again in six 
months’ time. The consultant told my officer that he did not remember 
giving any such undertaking, nor did he think that he would have. It is 
evident, however, that the consultant did initiate some action following the 
complainer’s telephone call on 18 September, for in his letter to the 
complainer the professor in oral medicine stated that he had agreed to see 
the complainer at the consultant’s request. Because there is a conflict of 
evidence I am unable to conclude whether a request to look into the delay in 
treatment was made by the complainer in July 1975 and accepted by the 
consultant. Arrangements were made for the complainer to attend the 
Prosthetics Department in November but I think these should have been 
made long before then in view of the professor’s promise of new dentures in 
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July 1975. If the complainer had not enquired when she did an even longer 
delay might have occurred. 


17. The complainer informed me that on 18 December 1975 she 
attended the Department of Oral Medicine and was told by the consultant 
that she would be given no further appointments for his clinic and that 
should the professor of oral medicine wish to see her again she would be 
notified in due course. The complainer said that the consultant declined to 
examine her orally and that she was told that her problem had resolved itself 
into one of prosthetics and that the dental surgeon should be told of any 
difficulties. The complainer said this interview was brought to a close 
without her being told why she had been asked to attend the clinic if not for 
oral examination and assessment. 


18. The consultant told my officer that, following the examination on 6 
February 1975, because she had declined the offer of testing for an allergy 
and a complete physical examination he had decided to keep the complainer 
under observation with routine examinations and treatment at regular 
intervals. He saw her on 5 June 1975 on a recall appointment and again on 
17 July 1975 when the complainer had telephoned for an appointment. On 
each occasion the clinical notes show that an examination of her mouth was 
carried out. She had been seen by the professor of oral medicine on 13 
October 1975, and the consultant said that when he saw her in his own clinic 
on 18 December 1975 for what was a routire recall appointment, he had 
told her that if the professor wanted to see her again she would be informed. 
However, he said that he did not tell the complainer that she would have no 
more appointments at his clinic. He told my officer that if he had decided 
that he could do no more for the complainer he would have told her so, and 
would have documented this in the clinical notes. The clinical notes for 18 
December indicate that any further appointment would be decided by the 
professor in oral medicine and a second entry on that day shows that it was 
the intention to see the complainer again in May 1976. The consultant did, 
in fact, see her again on 12 March 1976 when she was referred to his clinic 
by the consultant in dental prosthetics. 


19. The clinical notes show that the consultation on 18 December was a 
six-monthly recall appointment following the examination on 17 July. I am 
satisfied the consultant in oral medicine did not intend the complainer to 
understand that her attendance at that department would be discontinued 
but that he proposed to obtain the professor’s advice about what further 
action could be taken, and that if the professor decided to see the 
complainer himself she would be informed. Equally, I am satisfied that the 
complainer genuinely believed she was not to be seen again in that 
department. I cannot say how this unfortunate misunderstanding arose. As 
to the complaint that the consultant did not make an oral examination on 18 
December, the clinical notes for that day record that a new set of dentures 
had been fitted two days earlier and that they were not being worn. The 
nature of the clinical consultation was a matter for the consultant’s clinical 
judgment and is not something which I can question or comment upon. 


20. The complainer continued to attend the Prosthetics Department until 
on 12 March 1976 she was referred to the consultant in oral medicine 
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because of continued irritation in her mouth. The consultant diagnosed a 
mouth infection and the complainer was given a drug preparation for it. 
Swabs were taken and the result of these tests was reported by the 
pathology department four days later. It confirmed the consultant’s clinical 
diagnosis and showed that the treatment he had prescribed was appropriate 
for it. The complainer contended that she was never given the result of the 
tests but as the information was obtained to help the consultant diagnose the 
condition I do not think he was obliged to inform her of the result unless she 
specifically asked for it. The complainer said she was told on 12 March that 
she would be recalled to the Department of Oral Medicine very soon. 
Originally, it had been planned that she would be reviewed in May, ie six 
months from her previous appointment on 18 December. However, the note 
made in her records on 12 March states ‘to see on recall’. This suggests that 
a new six-monthly routine recall appointment was intended for September 
1976, but a month before then she was referred back to the department by 
the consultant in the prosthetics department, as paragraph 21 explains. In 
view of the note in the records, I cannot explain why the complainer 
expected to be seen again shortly after 12 March, unless there was some 
intention to give her a follow-up appointment if the test results showed that 
a change of treatment was necessary. 


21. The complainer told me that by 23 April 1976 new dentures supplied 
by the Prosthetics Department in December 1975 had been modified in the 
department to the point where they fitted satisfactorily but there was still a 
degree of irritation. She was then asked to agree to a two-month trial 
period, and later informed by letter it was to be three months. Following a 
further visit to the department on 26 July 1976 she was asked to agree to 
extend the trial period by a further month. But on 2 August she had to 
return home from holiday after only two days because of her dental 
discomfort and she attended the hospital that afternoon, where she informed 
the consultant in the Prosthetics Department that she was not satisfied that 
all reasonable steps had been taken to have her fitted with suitable dentures. 
She said the consultant suggested that tests for allergy to dental materials 
could be arranged if she agreed. For this purpose it was necessary to refer to 
the Department of Oral Medicine where the earliest appointment available 
was not until 26 August 1976. 


22. The consultant in the Prosthetics Department told my officer that the 
complainer had been referred to him following an interview with the 
professor in the Department of Oral Medicine in October 1975, and that 
treatment had commenced on 19 November 1975. Having examined her, he 
had decided that her dentures were functionally unsuitable and that his first 
priority was to make a new set of dentures that would fit properly. After 
several months of trial and modification the complainer attended his clinic 
on 2 August 1976 when it was decided that as the dentures now fitted 
properly other reasons for her continued discomfort should be sought. He 
had therefore suggested to the complainer that ‘patch-testing’ should be 
carried out, and three weeks later, after he had consulted colleagues in the 
Department of Oral Medicine, the complainer agreed to this. The initial 
results of ‘patch-testing’ were inconclusive (paragraph 29 refers) but after a 
further test had given a positive result, a new set of dentures was provided 


212 


by the consultant in the Prosthetics Department. These proved functionally 
satisfactory but the complainer still suffered discomfort so in the spring of 
1977 the consultant arranged for a further set of dentures to be supplied, of 
yet another material. 


23. I have examined the clinical notes relating to the complainer’s 
treatment at the Prosthetics Department and can confirm that frequent 
examinations and assessments of the dentures were made by the consultant. 
His decision to submit the complainer for a fairly extensive trial period of 
the first set of new dentures he provided is one which he was entitled to 
make in the exercise of his clinical judgment and is therefore not for me to 
question. The consultant made the initial arrangements for allergy tests and 
soon after the reports of these tests were known a further set of dentures of 
a different material was made. Later, yet another set of dentures (again of a 
different material) was supplied. While the complainer had already waited a 
long time to be fitted with satisfactory dentures I do not consider that any 
undue delay in supplying them was caused by the management of her 
treatment in the Prosthetics Department in the period from November 
1975. 


The complaint about her treatment to establish whether or not she was allergic 
to materials used in the manufacture of dentures 


24. The complainer said that she was not seen by a doctor on her first 
visit to the allergy clinic and that patches containing various substances 
unrelated to dental materials were applied to her back by a nurse. She also 
alleged that she was told by a nurse at the ‘patch-testing’ centre on 1 
September 1976 that the material used for testing that day was for another 
patient. She maintains that she was given no explanation or information 
about the tests and that her permission, written or oral, was not sought. She 
also said she was asked to fill in forms without being told why the 
information was required. 


25. The complainer stated that after a series of tests over a short period 
she was told by the consultant at the ‘patch-testing’ clinic that the results 
were negative. She had disagreed with this, stating that there had been a 
positive reaction to one of the patches. She returned to the clinic on 29 
October 1976 when further tests were carried out. She told my officer that 
on this visit she had wanted to ask some questions, whereupon the 
consultant asked her to write them down and told her that the conversation 
would be recorded on tape. She said that on two subsequent visits she was 
asked to sign a transcript of the tape recording, which she refused to do. 


26. The consultant who saw the complainer at the clinic told my officer 
that it had been set up in 1970 for the purpose of identifying the causes of 
skin conditions and to advise treatment and methods of avoiding further 
attacks. Patients were referred to him via hospital departments and it was 
normal for them to be seen between four and six weeks from the date of 
referral. On arrival at the clinic patients are asked to complete two forms 
requesting background information about previous illnesses, type of 
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employment etc. The consultant pointed out that the forms did not seek 
more information than a family practitioner might ask. 


27. The investigation began with the application of patches containing a 
variety of materials commonly used in the manufacture of items in everyday 
use ranging from coins to make-up. The consultant said that this process, 
known as the European battery, was used to eliminate or establish the more 
obvious possibilities. He told my officer it is widely used throughout the UK 
and Europe. Several of the patches included materials used in the 
manufacture of dental materials and the failure to use any of the materials in 
this test would, he said, render the result invalid. It was normal practice for 
the patches to be prepared beforehand under his supervision and applied to 
the patient’s back by the nurse. He did not consider it necessary to be in 
attendance at the first application, but he always saw the patient on 
subsequent visits for the purpose of examination and assessment of the 
effect of the patches. The District Dental Officer assured my officer that 
solutions of materials such as acrylic used in testing were of identical quality 
and strength for each patient. 


28. Because of a request for priority the complainer was given a 
telephoned appointment for three days later, instead of having to wait the 
normal time of 4-6 weeks. There was said to be insufficient time to issue the 
usual official notification accompanied by the explanatory notes. When the 
complainer arrived at the hospital on 30 August she was asked by the 
consultant’s secretary to complete the forms referred to in paragraph 26 but 
she was reluctant to do so. The secretary informed the consultant and the 
complainer was then seen by a staff nurse, who explained why the 
information was necessary. This nurse told my officer that she had also 
explained about the patches to be applied, what to do if they became itchy, 
and that the complainer would see the doctor on her return visit to the clinic 
in two days’ time. The complainer had then answered the questions. 


29. The consultant told my officer that the results of the initial tests were 
inconclusive (although he said the complainer disagreed with his 
interpretation of the results) and on 7 September he wrote to the hospital 
asking for an analysis of materials used in the manufacture of the dentures. 
Because suppliers and manufacturers had to be contacted this took about 
two months. When the components of the materials had been obtained the 
complainer was recalled to the clinic for further testing on 29 October, and 
the results were reported to the hospital on 11 November. The consultant 
said that during attendance at his clinic the complainer had raised questions 
about her treatment on various occasions, and on 29 October when she put 
forward further points he had suggested that she write down her questions 
and he would reply in like manner. At his request, the consultant and the 
complainer then recorded the questions and answers on tape in the presence 
of his secretary and a nurse. He subsequently produced a transcript of the 
recording which he later asked the complainer to sign but she refused. The 
consultant explained that he had taken this course of action because he 
thought that if the matter of the complainer’s treatment was to become the 
subject of a complaint both parties should have an accurate record of what 
had been said. 
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30. The complainer has said that she had not been given a full 
explanation of what would be involved in the testing at the clinic, and that it 
was carried out without her written or oral consent. But the nurse who saw 
the complainer has said that she was given a full explanation of what would 
happen to her and also of the need for information requested on the forms. I 
am unable to resolve what in fact the complainer was told and can only 
assume that there was a failure in communication either in the information 
she was given or in the manner in which she received it. The complainer had 
agreed on 26 August to attend the clinic for ‘patch-testing’ and I do not 
consider that any further consent was necessary. 


31. I can understand the complainer’s concern about being applied with 
patches containing materials which to her seemed unconnected with her 
dental problem. However, I have been told that every patient who attends 
the clinic is subjected to this procedure so as to eliminate the more common 
causes of allergy. It is for the doctor to decide what tests need to be 
conducted and by whom; this is a matter of clinical judgment which I cannot 
question. I cannot say for certain whether the solution applied on 1 
September 1976 was originally prepared for the complainer or for another 
patient. But as I have been assured that such solutions are prepared to a 
standard strength this was of no significance. 


32. The complainer was perturbed at being asked on 29 October to write 
down and record on tape questions she wished to ask about her treatment. 
While the consultant’s method of dealing with this situation may seem 
unusual, he has given his reasons for his actions which I find acceptable. 


33. I cannot find any part of the complaint regarding attendance at the 
‘patch-testing’ centre justified. Her first appointment was given on a priority 
basis and it seems to me that her treatment was carried out thereafter as 
quickly and efficiently as possible. 


The complaint about the way in which the Health Board dealt with the 
complaint 


34. The complainer wrote to the Health Board on 15 October 1975 
giving comprehensive details of her complaint. Their investigation 
completed, the assistant secretary wrote to the complainer on 28 January 
1976 outlining the results of his enquiries. The complainer was not satisfied 
with the reply and said so in a letter dated 5 February 1976 to the Health 
Board in which she asked that arrangements be made for her to meet ‘the 
Unit Administrator and/or clinicians concerned’. On 16 February the Chief 
Administrative Dental Officer (CADO) wrote to the complainer offering to 
see her. On receipt of that letter the complainer telephoned him and 
arranged to attend his office on 10 March. She asked if the meeting was 
intended as a substitute for the one requested in her letter of 5 February, 
and said she was told that he only wished to see her to get more facts, after 
which the matter would be referred to the hospital. 


35. The complainer told me that the meeting on 10 March was attended 
by the CADO and another two officers of the Health Board. She 
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complained to me that she had not been given the opportunity to bring a 
friend, and as none of the clinical staff concerned with her treatment was in 
attendance she considered that no satisfactory answers could be given to the 
questions she asked. The complainer told me that at the meeting she had 
commented on apparent inaccuracies in the Health Board’s letter of 28 
January and had been told by the CADO that she would be recalled to the 
hospital for further discussion. However, no further arrangements were 
made as had been promised, and she did not receive a report of the meeting. 


36. In the absence of any communication from the Health Board the 
complainer wrote to the assistant secretary on 22 June 1976. He replied on 
2 July saying that he understood from the CADO that the meeting had been 
held at the most suitable level for the complainer to put forward her views, 
that it had been considered a most satisfactory meeting, and that there was 
no further action the Health Board could take. A further letter from the 
complainer to the assistant secretary resulted in a reply from the CADO on 
28 July confirming that no further action would be taken on the complaint. 


37. Before she made her formal complaint to the Health Board in 
October 1975, the complainer had on 13 March 1975 written to the 
Director of Dental Education expressing dissatisfaction with her treatment. 
She did so at the suggestion of the DDO, who she had approached for 
advice. She had asked the Director for an appointment, but he replied on 14 
March to say that although her problem did not concern university dental 
education or his own field of orthodontics, he had arranged for the Professor 
of Dental Prosthetics to see her (see paragraph 8). The DDO told my officer 
that he thought it regrettable that the usual Health Board procedure for 
dealing with complaints was not followed at this time; he said that steps 
have now been taken to ensure that complaints at the hospital are dealt with 
according to Health Board procedures. 


38. In their letter of 28 January 1976 the Health Board had given a brief 
outline of the complainer’s treatment at the hospital since July 1974. They 
mentioned that a suggestion had been made that admission to a general 
hospital could be arranged for a complete physical examination and 
specialist investigations (see paragraph 7) and although they also mentioned 
that she had attended the Prosthetics Department from 27 August 1974 to 
July 1975 and again from September 1975, they did not give any 
explanation why treatment had apparently ceased in July 1975 after the 
professor’s departure from the hospital. But they did tell the complainer that 
as a result of her letter a reappraisal had been made of the procedures for 
handling complaints at the hospital and they apologised for the difficulties 
she had experienced. 


39. I have seen a note of the Health Board’s procedure for dealing with 
written complaints. Whenever such a complaint is made to them it is to be 
passed immediately to the district administrator who acknowledges it and 
arranges for an investigation to be carried out, calling if necessary for 
reports from consultant staff and heads of department. It also provides that 
whenever a written complaint is sent personally to an individual or to a head 
of department, it is up to the recipient to deal with it in the way he thinks fit. 
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40. I have seen the notes of the meeting with the complainer on 10 
March, which was attended by the CADO, the DDO, and the senior 
assistant administrator. The CADO described the meeting to my officer as 
having been informal and relaxed; he had not thought it necessary to invite 
the complainer to bring a friend, nor to send her a report of the meeting. He 
said that she had appeared to him to be satisfied with the answers to her 
various questions. He denied giving her any promise about a further meeting 
at the hospital — and there is no reference to this in the meeting notes — but 
said that he had told her during a telephone conversation beforehand that 
this could be arranged if it was thought to be necessary. He said that, as it 
was, no new points were raised during the meeting which lasted ‘at least an 
hour’ and the complainer appeared to have been satisfied with the 
proceedings. 


41. The complainer first raised her complaint in March 1975 with the 
Director of the Dental Education at the hospital, to whom she had been 
directed by the DDO. I have been told that because Health Board 
procedure for dealing with complaints had yet to be adopted by the hospital 
no investigation was made at that time. But I note that their complaints 
procedure allows for a head of department to deal with a written complaint, 
addressed to him, as he thinks fit. I cannot therefore see that, had their 
complaints procedure been in force at the hospital when the complainer 
wrote to the Director, he would necessarily have dealt with it any 
differently. I think, however, that when he received her letter he should 
have offered to see her to establish the reasons for her dissatisfaction, 
instead of simply arranging for her to be seen again in the Prosthetics 
Department. 


42. The Health Board’s staff attempted to answer the complaint 
satisfactorily both in writing and by seeing the complainer personally. But I 
consider that they failed to provide a full explanation for the gap in her 
treatment at the Prosthetics Department between July and November 1975. 
And I think the clinical staff concerned should have attended the meeting in 
March so that the complainer could have been given answers by those 
responsible for her treatment. The Health Board’s explanation of the offer 
of admission to hospital and patch-testing was based on the results of their 
enquiries of the relevant staff and an examination of the documentary 
evidence, and I do not consider that they could have been more thorough on 
this point. 


Conclusion 


43. I have dealt with the sequence of events and given my findings in the 
body of my report. The length of time the complainer had to wait to be 
fitted with suitable dentures came about for a variety of reasons. A failure in 
communication in February 1975 resulted in a delay of eighteen months 
before she was referred for patch-testing. The departure of the professor in 
Dental Prosthetics also resulted in a delay, and had the complainer not 
pursued the matter when she did the delay could have been even greater. I 
do not believe there was any intention to harass her, during the period of 
her treatment at the Prosthetics Department, but I accept that she felt she 
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had been harassed. I am, however, sure that there were administrative 
errors on the occasions when the complainer was left without an 
appointment and when she was given an appointment for a day when the 
professor was not at the clinic. 


44. The complainer was dissatisfied with her treatment at the ‘patch- 
testing’ clinic and with the procedures used there but I can find no evidence 
to uphold this part of the complaint. I do not think that the Health Board 
deliberately misrepresented any of their findings to the complainer but I 
consider that their investigation was inconclusive. I also criticise the hospital 
for not taking more effective action on the complaint when the complainer 
first wrote to the Director in March 1975. 


45. I conclude that, apart from the confusion over the offer of patch- 
testing, had the management of the complainer’s treatment been properly 
monitored delays amounting to several months could have been avoided. 
The Health Board have told me that they will apologise to the complainer 
for this and for the inadequacies in their investigation of her complaint. 


Case No. SW.28/76—-77—Inadequate explanation from doctors and 
difficulties over appointments 


Complaint and background 


1. The complainer who has suffered for some years from pains in the 
lower back, has attended hospital many times, both as an out-patient and an 
in-patient. He complains that hospital doctors have failed to give him an 
explanation of what is wrong with him, that he has experienced difficulty in 
obtaining appointments and that, on occasion, appointments have been 
cancelled without alternatives being offered. 


2. The complainer and his wife wrote jointly to the health board (the 
Board) but were dissatisfied with the reply they received. 


Investigation 
The complaint that hospital doctors have not explained what is wrong with the 
complainer 


3. In the letter of complaint to the Board the complainer and his wife set 
out in considerable detail the course of his dealings with his family doctors 
and with hospital doctors from 1968 onwards and I summarise the main 
points they made in the following paragraphs. 


4. The complainer first experienced a pain in his crutch and buttocks in 
1962 and he tried numerous ways to relieve it without success. About 1968 
he saw his family doctor who referred him to hospital A where a consultant 
surgeon diagnosed a_ slipped disc and_ prescribed exercises and 
physiotherapy. He attended physiotherapy for about six weeks, after which 
the physiotherapist told him that he did not have a slipped disc and that he 
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should see a neurologist; but at a further appointment the consultant 
surgeon disagreed with this course of action. 


5. Some time later the complainer attended hospital B where a consultant 
orthopaedic surgeon told him that x-rays showed no disc damage but he 
thought there must be something wrong with the buttock to cause the pain. 
As a result of this examination the complainer was fitted with a corset, and 
the orthopaedic surgeon suggested to him that he might change his 
occupation. 


6. After a further period, in which the pain persisted (despite private 
physiotherapy), the complainer was referred once again to hospital B and 
further x-rays were taken. The doctor who examined him told him that there 
was no slipped disc and he thought that a myelogram should be done but a 
senior doctor told the complainer that there was nothing wrong with him, 
that the pain was all in his mind and that he should not come back again to 
the hospital. After reporting back to his family practitioner, the complainer 
was referred to a consultant neurosurgeon (the neurosurgeon) at the 
hospital C who told him that a myelogram should be done but that because 
of a dispute in the medical profession he would have to wait. 


7. Some weeks passed and because the complainer was in so much pain 
he was admitted to hospital D where, he said, a doctor commented that he 
needed a psychiatrist and not a surgeon. A few days after his admission the 
neurosurgeon told him that nothing could be done for him and that he was 
to be discharged. But the consultant suggested that the complainer’s wife 
should come to the hospital and speak to his colleague (the woman doctor). 
When they saw the woman doctor (before the meeting had in fact been 
arranged) she told them that she had nothing to say to them and that the 
complainer had enjoyed making a nuisance of himself and causing trouble; 
but at the official meeting later she denied making these remarks. 


8. When the complainer was readmitted to hospital D a few months later, 
although it was decided that a myelogram would be done, followed by an 
operation, he was nevertheless discharged a few days later without an 
operation being carried out. The complainer said that during this stay in 
hospital the sister had given him a laxative the night before he was due to 
have his myelogram in spite of instructions given to him by the 
neurosurgeon that he had to remain in bed with as little movement as 
possible. 


9. At this stage the complainer decided that he should be examined by a 
psychiatrist in order to prove that the symptoms were not ‘in his mind’ as 
had been suggested. He was referred to hospital E where a consultant 
psychiatrist told him he was suffering from a ‘physical pain and not a mental 
one’. Following this psychiatric examination he was referred to a consultant 
neurologist (the neurologist) at hospital C who told him that an exploratory 
operation could be done to find out the cause of the pain. However on a 
follow-up visit to the hospital the neurosurgeon (paragraph 6), who was also 
_ present, examined him and decided that an operation was not the answer. 
He was seen by the neurologist about a year later but was again given no 
explanation of his pain and no mention was made of an operation. 
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10.The complainer was admitted to hospital A in 1975 with a suspected 
overdose of drugs. He was detained for two weeks during which he was 
thoroughly examined. He recalled that a junior surgeon had been rude to 
him and that a nurse had referred to him as a ‘junky’. After a further visit to 
hospital A about three months later he was referred to hospital F where he 
was examined as an out-patient and three months later was admitted for 
further tests. He was told by a doctor that he would be given a myelogram 
but after two weeks was discharged having been given an x-ray but no 
myelogram. 


11. Later in 1975 the complainer attended the hospital D where he was 
seen by a doctor who promised him that he would get in touch with the 
neurosurgeon and neurologist with a view to instigating some action, and 
that he would let his family practitioner know the outcome, but the 
complainer heard no more. Several months later the neurologist examined 
him briefly and told him that x-rays revealed no reason for the pain, that 
there would be no operation, and that since nothing could be done he 
should not come back to see the neurologist again. 


12. | have examined the contemporary records and correspondence in 
order to establish when he was seen at the various hospitals and, so far as 
possible, what was done and what the complainer was told. The medical 
records show that he had attended the surgical out-patients department in 
September 1961, May 1963 and October 1967. In December 1969 he was 
once more referred to hospital A where a surgeon considered that he was 
suffering from a disc lesion, and physiotherapy with heat and extension 
exercises were prescribed. The letter of referral from the family practitioner 
states that an x-ray examination had revealed united fractures of the third 
and fourth left lumbar transverse processes. The surgeon wrote to the family 
practitioner on 10 December stating ‘The history is very like a disc 
lesion ...I think he should sleep on boards and have some physiotherapy 
with heat and extension exercises for two weeks’. 


13. In January 1970 the family practitioner referred the complainer to 
hospital B where he was seen the following month by a senior house officer 
(SHO). After tests and x-rays the SHO concluded that there was some nerve 
root irritation and that the complainer should lie on his back for ten days in 
order to allow the symptoms to settle. He also made arrangements for the 
complainer to be fitted with a lumbar sacral support. The complainer was 
seen again on 20 March 1970; his symptoms appeared to have improved 
and the SHO encouraged him to continue wearing the support. The SHO 
discharged him from the clinic but he advised the family practitioner that he 
would see him again should his problems recur. 


14. On 22 January 1973 the complainer was referred by his new family 
practitioner to hospital B again and the consultant orthopaedic surgeon (the 
surgeon) whom he saw on 26 January reported to the family practitioner 
that the complainer had had a fracture at the transverse process of one of his 
lumbar vertebrae but that this would not be responsible for the continued 
back symptoms, and that he could find no organic pathology to explain the 
symptoms. He had tried to explain this to the complainer and suggested that 
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if he could forget his symptoms for some time and stop training himself to a 
peak of physical fitness in an attempt to cure his symptoms he might well 
become adjusted to his problems. The medical notes record that the surgeon 
and another member of his team fully examined the complainer, including 
x-rays, and explained to him that the pain was not due to any pathology in 
the lumbar spine and there was nothing to treat as far as the lumbo-sacral 
spine was concerned. The surgeon told my officer that he knew of no 
incident such as the complainer had described (paragraph 6) in which a 
member of his staff had told the complainer that the pain was all in his mind 
and that he should not return to the hospital. He thought this to be unlikely. 


15. On 3 May 1973 the complainer was admitted to the hospital D under 
the care of the neurosurgeon. The medical notes record that extensive 
examinations and tests had failed to explain the complainer’s symptoms. A 
report from the registrar to the family practitioner stated that there was no 
‘indication at the present time for further investigation and in particular 
myelography’. It went on to say that the complainer had been advised to get 
in touch with the hospital when his pain was particularly severe and he was 
unable to walk. The neurosurgeon told my officer that he could not 
remember the complainer nor could he recall the woman doctor (paragraph 
7) who was allegedly rude to the complainer. The Board have also been 
unable to trace this doctor. 


16. On 29 May 1973 the complainer was referred to hospital A as an out- 
patient. After a variety of tests the reason for the continued symptoms still 
remained unknown but he was given physiotherapy. On 21 June 1973 he 
told a doctor at the physiotherapy clinic that the treatment had not helped 
him and the doctor recorded that he had explained to the complainer that 
no further suggestions about the management of his case could be made 
until details of previous examinations and treatments were received from 
hospital B and hospital D. The family practitioner was subsequently advised 
by the consultant surgeon at hospital A that he had seen the reports of the 
complainer’s previous medical history and he suggested that it would be best 
if he were referred to the neurosurgeon at the hospital D in the event of a 
further exacerbation of his symptoms, rather than attend various hospital 
units. 


17. On 25 August 1973 the complainer was again admitted to the neuro- 
surgical unit of hospital D suffering from ‘unbearable backache’. Further 
examinations and tests, including a myelography, did not reveal any 
abnormality. A letter from the hospital to the family practitioner states that 
the complainer had been advised that surgery would not help his condition 
and could, in fact, make it worse. The family practitioner was advised that 
the complainer should continue with analgesics and should be referred back 
to the hospital should matters get ‘completely out of hand’. The sister who 
the complainer said had given him a laxative before the myelogram was due 
(paragraph 8) could not remember the patient or the incident. She 
_ explained, however, that this would not create any difficulty as it was after a 
myelogram that the patient was required to rest and even then he would be 
allowed up to go to the lavatory. 
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18. At the request of his family practitioner the complainer was then seen 
by a consultant psychiatrist at hospital E who concluded in a report of 3 
October 1973 that his pain was physically determined but was exacerbated 
by his attitude to it. Two months later he was seen by a surgeon at hospital 
A who reported to the family practitioner that he could find nothing new but 
that blood tests had been arranged and a further course of physiotherapy 
would be considered. Blood tests showed no abnormality and the surgeon 
undertook to arrange physiotherapy. The surgeon’s concern for the 
complainer is reflected in his letter to the family practitioner of 18 
December 1973 in which he states ‘It is really a very tragic situation with a 
man suffering a lot of pain, whatever the fundamental cause’ and ‘Somehow 
or other we have to break the vicious circle in this patient in the hope of 
returning him to a more normal life’. On 10 January 1974, however, the 
complainer was admitted to the hospital via the accident and emergency unit 
because of concern about the number of drugs that the complainer had 
taken in an attempt to get rid of his pain. Investigation again revealed no 
abnormality and a suggestion that he should be referred for further 
psychiatric assessment was resisted by the complainer. He had been an in- 
patient for a week and on a return visit to the out-patient department it was 
suggested by the doctor that, as his pain was less troublesome when he was 
active, he should return to work and see how he got on. The complainer 
opposed this idea because of the pain and numbness he suffered. The doctor 
therefore arranged for him to have a complete neurological examination at 
the hospital F. 


19. The complainer was seen by a consultant neurologist at the hospital F 
in February 1974 but the neurologist reported that the persistent pain could 
not be accounted for by clinical assessment. In July of that year he was seen 
by the neurosurgeon at hospital D as a private patient and again no 
abnormality to account for the symptoms was detected. Discussion between 
the neurosurgeon and the family practitioner led to the complainer being 
referred for a psychiatric assessment at hospital E where he was an in- 
patient from 9 September to 29 September 1974, when he discharged 
himself. 


20. In March 1975 the complainer was referred once again to hospital C 
where he was examined by the neurologist who had seen him in 1973. He 
could find no clear organic cause for the complainer’s symptoms and in a 
letter to his family practitioner said that he had told the complainer so. The 
complainer’s wife wrote to the neurosurgeon at hospital D in September 
1975, who replied on 27 November 1975 saying that none of the many 
doctors who had seen the complainer had been able to reach a definite 
diagnosis of his condition. He promised to get in touch with the family 
practitioner and to discuss the case with the neurologist before deciding 
whether or not there would be any point in seeing the complainer again. On 
8 January 1976 the neurosurgeon wrote to the complainer’s wife to say that 
arrangements for a further examination were being made; in March of that 
year the complainer was seen by the consultant neurologist at hospital C 
who afterwards told the family practitioner that no organic cause for the 
pain had been found, that lumbar x-rays showed no abnormality and that he 
had told the complainer that he could not recommend ‘radical treatment’. 
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21. The complainer was seen again by the neurosurgeon in February 
1977 and a comprehensive report was sent to his family practitioner stating 
that no significant neurological abnormalities could be found to account for 
the complainer’s symptoms. Finally in October 1977 the neurologist again 
saw the complainer when a ‘lumbar radiculogram’ (a series of detailed x-rays 
of the lower spine taken from a variety of positions) failed to show the 
presence of any previously undiagnosed disc protrusion which could be 
causing the pain. The findings had been discussed with the neurosurgeon 
who had agreed. 


22. The complainer has sought a cure for his pains for several years both 
privately and under the National Health Service without success, despite 
having been seen by doctors in a number of different specialities. While I 
can understand his concern that there has been no clear explanation of his 
symptoms, the evidence of the contemporary documents leaves me entirely 
satisfied that the hospital doctors in whose care he has been have given him 
or his family practitioners as much information as was possible in the 
absence of a firm diagnosis. 


The complaint that the complainer had difficulty in obtaining appointments 
and that appointments were cancelled without further appointments being 
arranged 


23. The complainer and his wife told the Board that around August 1973 
he received an appointment to see the neurosurgeon at hospital D but on 
arriving at the hospital was told that he had no such appointment and that 
the neurosurgeon was on holiday. After some enquiries by the staff he was 
examined by another doctor. In 1974 he was discharged from hospital F on 
the understanding that he would be given an appointment to go back again 
but no such appointment was made. Finally on 29 July 1976 the complainer 
had an appointment with the neurosurgeon at hospital C but he was notified 
that morning that the appointment was cancelled and that a further 
appointment would be given, but this was not done. 


24. The hospital records show that when the complainer was discharged 
from hospital D in May 1973 his family practitioner was advised that he 
should report back to the hospital when his pain was particularly severe 
(paragraph 15) but there is no record of a further appointment. Following 
examination at hospital A on 21 June 1973 the family practitioner was again 
advised that he should get in touch with hospital D if the complainer’s pain 
became worse (paragraph 16). The complainer was admitted to hospital D 
on 25 August 1973 (paragraph 17) on the recommendation of his family 
practitioner. There is no evidence around this time of any appointments 
having been made in advance. 


25. The neurologist at hospital F who saw the complainer in February 
1974 (paragraph 19) wrote on 26 February to the physician at hospital A 
who had referred the complainer to him explaining that he could find 
nothing to account for his pain. He told the physician however that he would 
re-examine x-ray film taken previously at hospital D to decide whether 
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anything could be gained by repeating them. There was no indication in the 
records of any definite plan for him to see the complainer again. 


26. The records show that the complainer was referred to the 
neurosurgeon’s clinic by his family practitioner in May 1976 and an 
appointment was given to see the neurosurgeon on 29 July. The 
appointment was cancelled by the hospital that day. In a letter to the Board 
dated 1 February 1977 the neurosurgeon said that as the complainer was a 
new patient to this family practitioner the neurologist had written to him on 
29 July enclosing a copy of a report sent to the previous family practitioner 
on 31 March 1976, saying that he did not think they could help the 
complainer further but that he would be interested to have the doctor’s 
comments. As the family practitioner did not respond, nothing further was 
done at that time. In a further letter to the Board, dated 11 February 1977, 
the neurosurgeon commented that the reason for the cancellation of the 
appointment in July 1976 was not known, but that the complainer should 
have been given another appointment. The complainer was, in fact seen at 
hospital C on 10 February 1977. 


27. It seems to me that there was no intention to give the complainer a 
recall appointment in August 1973 and I can only conclude that if the 
complainer did receive such a notification it must have been issued due to a 
clerical error. It also seems that there was no definite plan to see the 
complainer again after he was seen at hospital F in February 1974 and I 
cannot now say why he should have gained the impression that he would be 
given a further appointment. It seems to me likely that the neurosurgeon 
realised only belatedly that the complainer was on his list of patients for 29 
July 1976 and that the complainer’s appointment was cancelled at short 
notice in order to apprise his new family doctor of his recent medical history 
and to give him the opportunity to reconsider whether he wanted the 
complainer to be reviewed again at the hospital. I consider, however, that 
the hospital was subsequently at fault in failing to ensure that the 
complainer was not simply forgotten. As it was, a replacement appointment 
was not made until after the complainer had complained to the Board. 


The complaint about the reply the complainer received from the Board 


28. The reply from the Board dated 24 March 1977 in response to the 
complainer and his wife’s detailed letter of complaint said that, although 
they were anxious to have full reports before replying, they hoped they 
would appreciate that it was not possible to comment in detail on all the 
matters raised. Their enquiries had shown that no significant physical 
abnormality had been detected to account for the complainer’s pain 
although ‘strenuous efforts and a multiplicity of tests have been undertaken’. 
I have seen evidence that all the hospital documents available concerning 
the complainer had been studied and that the neurosurgeon’s report on his 
examination of the complainer on 10 February 1977 had been available to 
the Board before they replied. 


29. There were elements of the complaint which I consider could have 
been answered but were not. No mention was made of the complaints that 
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there was a lack of communication between him and the doctors who had 
treated him: that he was discharged from hospital D in August 1973 without 
a promised operation having been done; that a laxative was given by the 
sister before a myelogram was carried out; and that some of his 
appointments had not gone according to plan. But having said that, I feel 
bound to say that the complainer’s letter was very long (49 paragraphs) and 
involved and I do not think it reasonable that the Board should have been 
expected to answer, point by point, the detailed complaints covering some 
eight years. 


Conclusions 


30. The complainer is naturally concerned that after so many years of 
medical attention the reason for his continuing pain has not been identified. 
But I am satisfied that the results of his tests and treatment have been made 
known promptly either to himself or his family practitioners and I have 
found no grounds for criticism. But there was undoubtedly a muddle over 
his cancelled appointment in July 1976; and while I do not think that the 
Board could have been expected to reply in detail to the lengthy letter of 
complaint, I consider they should have mentioned the particular aspects I 
have referred to in paragraph 29. The Board have asked me to apologise to 
the complainer on their behalf for these shortcomings. 


Case No. SW.5/77—78—Delay in receiving medical attention 


Complaint and background 


1. The complainer’s husband was admitted to hospital after suffering a 
heart attack at his home on the morning of 2 August 1976. He died in the 
hospital later that morning following a second heart attack. On 13 
September the complainer wrote to the secretary of the Health Board (the 
Board) requesting an investigation into the death of her husband. 


2. After making enquiries into the case the Board’s Chief Administrative 
Medical Officer (CAMO) replied to the complainer on 25 October assuring 
her that everything was done which could have been done to try to save her 
husband. The complainer was not satisfied with the Board’s reply and 
continued to pursue complaints about the matter both personally and 
through her Member of Parliament. Eventually, on the advice of the 
Member, she wrote to me in May 1977 complaining that: 


(a) there had been delay on the part of the doctor who attended her 
husband at home on the morning of 2 August; 


(b) her husband was not admitted to a ‘coronary ward’; 

(c) he received no medical attention for some time after his admission; 
(d) statements made by hospital staff had since been denied; and 

(e) the explanations received from the Board were unsatisfactory. 


Jurisdiction 
3. I informed the complainer that under the terms of paragraph 1 of 
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Schedule 5 to the Act action taken by family doctors in connection with the 
services they provide under contract with Health Boards is outside my 
jurisdiction. I could not therefore look into her complaint of delay on the 
part of her family doctor. 


Investigation 
The complaint that the patient was not admitted to a ‘coronary ward’ 


4. The complainer stated that her husband was not admitted to a heart 
ward where the outcome might have been different. She believed that this 
had happened because the doctor who attended him at home had arranged 
his admission for tests rather than as a heart attack. 


5. In a statement to the Board this doctor said that she had telephoned 
the hospital and asked for the coronary care unit (CCU) but she was at first 
put through to a surgical ward by mistake. She was then transferred to the 
CCU where she was informed by the sister that the unit was full and had not 
been taking patients since the previous evening. She then spoke to the house 
physician in the medical ward who agreed to take the patient. The secretary 
to the Board confirmed that the-CCU, which contains six beds, was fully 
occupied on the morning of 2 August 1976. He told me that in such an 
event it is normal practice for heart cases to be admitted to one of the 
general medical wards. The sister in the medical ward told my officer that 
they were accustomed to nursing heart patients there, and she demonstrated 
that they had available the equipment necessary for dealing with cardiac 
emergencies. 


6. The house physician recalled that she had taken a telephone call from 
the patient’s doctor just before 9.00 am. She told my officer that she could 
not remember the detail of the conversation, but she recalled that the doctor 
had described the patient’s symptoms and she was left in no doubt that this 
was a heart case. She thought that she had queried the fact that the doctor 
was trying to get the patient admitted to a medical ward and that the doctor 
had explained to her that she had already tried the CCU but it was full. 


7. I am satisfied that the patient was admitted to a medical ward not 
because of any misunderstanding between the doctor and the hospital staff 
but because it is the hospital’s practice when the CCU is full to admit heart 
patients to a general medical ward, which is equipped to care for such 
patients. 


The complaint that the patient received no medical attention for some time 
after admission 


8. The complainer was aggrieved that her husband did not receive 
prompt medical attention after his arrival at the hospital. She said that her 
daughter, who had accompanied him to hospital, remained at his bedside for 
some time during which he received no examination. The daughter told my 
officer that she believed they had arrived at the hospital before 9.30 and 
when she left her father she had noted the time of 10.10 on a hospital clock. 
(The ambulance service records show that an ambulance arrived at the 
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home address at 9.06 and at the hospital at 9.35.) She said that she had not 
been with her father for the first few minutes after their arrival as she had 
been giving some information about him, but when she entered the ward he 
was attended only by a nurse who went away after a short time. The 
daughter asked the nurse when the doctor was coming and said that the 
nurse replied that they were too busy as graduates were coming in. 


9. The daughter said that she did not see any doctors during the time she 
remained in the ward. She disputed the Board’s claim that a ward round was 
going on at the time and said that she had seen only one other patient in 
that part of the ward. Moreover the other beds were made up as if in 
readiness for admissions. The complainer also disputed the Board’s claim 
that her husband had been observed by the house physician from a point 
down the ward. She said that this would not have been possible with the 
screens around the bed. 


10. In view of this initial lack of attention the complainer said she found 
it difficult to believe that her husband received any attention at all. She 
thought that the examination and tests which the Board claimed her 
husband had had might have taken place after his second heart attack, by 
which time they were too late. She said that the nurse who telephoned to 
inform her of her husband’s death told her that he had died ten minutes 
after his daughter left. However the time of death shown on the death 
certificate was 11.10 and the doctor at the hospital told her it was 11.15. 


11. The house physician told my officer that she had been accompanying 
the registrar on a ward round when the patient arrived. She had seen him 
being brought in and put to bed by the nurses and as he had looked well 
enough and was receiving nursing attention she had decided to see the two 
remaining patients on that part of the ward before attending to him. She 
explained that unless the nurses assessed a patient as needing immediate 
medical attention it was usual to allow a new patient time to get settled 
before examining him. The Board confirmed that this was their normal 
procedure for the management of a heart case. The staff nurse stated that 
she had been accompanying the doctors on the ward round when the patient 
arrived. She immediately left the doctors and went to attend to the patient 
who did not seem to be in pain at that time and was chatting and smiling. He 
was settled in bed when his daughter came into the ward. The nurse did not 
remember having had any conversation with the daughter about when the 
doctor might be coming to see the patient. She denied having said anything 
about graduates being admitted and said that she did not quite know what 
the daughter meant by this. She said that she would never use the expression 
‘graduate’. 


12. The house physician did not know exactly how much time elapsed 
before she saw the patient but she thought that it was probably around 
fifteen minutes. She recalled that after she and the registrar had seen the last 
two patients the registrar had left to continue the round in other parts of the 
ward and she had suggested to the staff nurse that the daughter should be 
asked to leave so that she could get on with her examination. However, by 
the time she had fetched the necessary papers for ‘clerking’ the patient his 


a2) 


daughter had left. The staff nurse told my officer that she thought the 
daughter had stayed with her father for about fifteen minutes and that the 
house physician had commenced her examination soon after she left. 


13. The staff to whom my officer spoke all confirmed that it was routine 
for the ward round to commence at about 9.00 am, and various members of 
staff expressed surprise that the daughter was apparently unaware that a 
round was in process when her father was admitted. The hospital’s records 
show that only 22 of the 42 beds in the ward were occupied at midnight on 1 
August 1976. The part of the ward in which the patient was nursed contains 
16 beds, but the records do not show how many beds in this particular part 
of the ward were occupied on the morning of 2 August. Both the house 
physician and the staff nurse said however that there had been a number of 
patients in this area on 2 August, and various members of staff confirmed 
that it was not their policy to keep patients in bed until the ward round was 
over. The house physician also said that as 2 August had been the receiving 
day for this ward they would have been moving patients into annexes and 
side rooms to make way for new admissions. 


14. The house physician said that she spent a considerable amount of 
time with the patient and at the end of her examination he was also seen by 
the registrar. I have seen the detailed notes made by the house physician at 
the time of her examination and these show the various tests and 
examinations ordered and made. In the course of their own investigation the 
Board made enquiries of the radiology and ECG departments. Neither of 
these departments kept records of the time at which examinations had been 
carried out, but the radiographer who carried out the chest x-ray on the 
patient thought that this had been done by 10.00 am, and the ECG 
department stated that the patient’s ECG must have been carried out before 
10.30 as the department undertook some other work at that time. At the 
end of her examination the house physician ordered that the patient be 
given 5 mg of diamorphine as he had been complaining of pain. This is 
recorded as having been administered at 10.45. During the course of the 
examination the patient had also been linked up to cardiac monitor. 


15. After the patient had been seen by the registrar the house physician 
went for coffee, and on her return she took a blood sample from the patient 
to be sent for routine tests. She told my officer that at this time the patient 
had seemed well. However soon afterwards as the house physician was 
writing up forms concerning the blood samples at the table in the centre of 
the ward, she was called to see the patient, realised that he had suffered a 
cardiac arrest, and immediately commenced resuscitation procedures. A 
nursing auxiliary told my officer that she and a student nurse had been 
looking at the patient’s monitor when the pattern suddenly changed. She 
asked the patient if he was all right and he indicated that he was. She then 
turned to the staff nurse who was nearby and reported that there was 
something wrong. The staff nurse said that when she came to the patient’s 
bedside she realised that an arrest had occurred and called to the house 
physician who was further down the ward. The nursing auxiliary said that 
she had run to fetch the resuscitation trolley, and on her return she was 
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accompanied by doctors who had been in another part of the ward who took 
part in the resuscitation attempts. 


16. The hospital’s records show that the patient suffered cardiac arrest at 
11.15 and that resuscitative measures were continued until 11.55 but 
without success. The house physician told my officer that she had entered 
the time at which the patient had suffered the cardiac arrest as the time of 
death on the death certificate, although she could equally well have shown 
the time at which resuscitative efforts were discontinued. She said that there 
was nothing significant in the five minute difference between the time on the 
records (11.15) and on the certificate (11.10); it was simply that at moments 
of crisis staff did not wait to make accurate time checks. The nurse who 
telephoned the complainer at about mid-day to inform her of her husband’s 
death denied that she had said anything about the patient having died ten 
minutes after his daughter left the hospital. She told my officer that she 
might have said that the patient died ten minutes ago. 


17. From the evidence I have seen I am satisfied that the patient’s arrival 
in the ward sometime after 9.35 was observed by the house physician and 
that he was immediately attended by a nurse. In view of her own 
observations and the fact that the nurse did not indicate the need for 
immediate medical attention, the house physician decided that the patient 
could safely be left to get settled before she examined him. Exactly how long 
the patient waited before he was examined is in dispute between the 
complainer and the Board and is not something which I can resolve. I was 
unable to obtain evidence from the registrar, who is no longer in this 
country, but I see no reason to doubt the statements of other members of 
staff that a ward round was in progress at this time and that both the house 
physician and the registrar were readily available should the patient have 
required medical attention. 


18. I am in no doubt that the patient received a thorough medical 
examination, and that this took place soon after his daughter left the 
hospital. I can find no evidence to support the complainer’s suspicions that 
the examination and tests were conducted after her husband’s cardiac arrest 
in order to cover up an earlier lack of attention. I can understand her 
confusion about the different times of death she was given, but I agree that 
it would be unreasonable for staff to be expected to make accurate time 
checks when they are dealing with an emergency. However it would have 
been a simple matter for the house physician to have ensured that the times 
entered on the death certificate and the hospital’s records were the same. I 
think it unlikely that the nurse would have told the complainer that her 
husband died ten minutes after his daughter left, and I think that the 
complainer simply misunderstood or misheard the information she was given 
on the telephone. 


The complaint that statements made by hospital staff were later denied 


_ 19. Various statements which the complainer said had been made by the 
hospital staff were denied by the Board when they replied to her complaint. 
She said that the nurse had informed her daughter that no doctor was 
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available because of the admission of graduates (paragraph 8). She pointed 
out that her daughter would not have known of this if the staff had not made 
this remark. The complainer insisted that the nurse had told her on the 
telephone that her husband had died ten minutes after her daughter left the 
ward. She said also that when she and her daughter saw the house physician 
on the afternoon of 2 August the house physician told her that she had given 
the patient an injection just before he collapsed and died. When her 
daughter asked why another injection of diamorphine had been given so 
soon after that administered by the family doctor she replied ‘I only gave 
him a half’. The Board subsequently denied that any of these statements had 
been made. 


20. The CAMO told my officer that the house officers at the hospital had 
taken up their new appointments on 1 August 1976, but he did not consider 
that this should have had any bearing on the patient’s treatment particularly 
as the house physician on the medical ward had previous experience of 
working on that ward. When the Board made their own enquiries the nurse 
had denied making any mention of ‘graduates’ and she later repeated this 
denial to my officer (paragraph 11). In her statement to the Board the 
doctor who attended the patient at home said that in order to explain the 
delays she had experienced when she telephoned the hospital (paragraph 5) 
she had commented to the family that the new residents would have just 
taken up duty and this would be why the switchboard was getting confused 
and contacting the wrong people. 


21. I have already recorded (paragraph 16) that the nurse who 
telephoned the complainer thought that she might have said that the patient 
died ten minutes ago. She confirmed that she had telephoned the relatives at 
about mid-day after the resuscitation attempts had been abandoned. 


22. The house physician told my officer that she could not remember 
having said anything to the complainer and her daughter which might have 
linked an injection with the patient’s cardiac arrest, nor could she remember 
having any conversation about the injection of diamorphine. She pointed 
out that she had taken a blood sample from the patient just before his 
arrest, but could not recall whether she had mentioned this to the relatives. 
The CAMO said that because there was a suggestion in the complaint that 
the patient might have been given too much diamorphine he had taken 
expert advice from three different sources about the dosages given and the 
lapse between them. All three had assured him that this was in order. 


23. I cannot say what, if any, conversation took place between the nurse 
and the daughter about when a doctor might be coming to attend to the 
patient, but I do not think it likely that the nurse would have made any 
reference to delays because of ‘graduates’ coming in particularly when the 
doctors were already in the ward. The most likely explanation seems to be 
that the daughter has confused this incident with the earlier explanation 
given by the family doctor concerning the delays she experienced on the 
telephone. I have already said (paragraph 18) that I think the complainer 
misunderstood the information she was given when the nurse telephoned. I 
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think it probable that the house physician did mention the patient’s 
diamorphine injection when she saw the relatives on the afternoon of 2 
August. But I think that she probably also told them that the patient 
suffered his arrest shortly after she took the blood sample, and this has 
caused some confusion between the two events. On the evidence available 
to them I do not think that the Board could do other than repeat the denials 
of the staff that they had not made the statements reported by the 
complainer. 


The complaint that the Board’s explanations were unsatisfactory 


24. The complainer said that although she had pursued enquiries into this 
matter for seven months she felt that she had not had satisfaction. She did 
not agree with many of the points made by the Board, and she told my 
officer that she believed the Board’s evidence was designed to cover up the 
lack of attention to her husband. 


25. The Board told me that they had endeavoured to establish what 
exactly had occurred between the patient’s admission and his death, and to 
ascertain whether there were any errors or omissions which in any way 
contributed to his death. In attempting to satisfy the complainer about this 
and to deal with particular points she had raised she was seen on two 
occasions by the secretary and CAMO and on a further occasion she had an 
interview with the Board’s chairman. Finally the chairman had sought the 
advice of an independant medical expert and had conveyed to the 
complainer this expert’s opinion that there was nothing incorrect in the care 
or treatment given to the patient. In the Board’s original letter to the 
complainer the CAMO incorrectly stated that the patient had been closely 
monitored within ten minutes of his admission to hospital. However in a 
letter to her Member of Parliament (which was copied to the complainer) 
the chairman pointed out this inaccuracy and explained that it had arisen 
because the CAMO had misconstrued a verbal report he had received. 


26. I have been impressed with the amount of trouble to which the Board 
went in order to satisfy themselves and the complainer that nothing 
untoward had occurred in the patient’s care and treatment. Apart from the 
above-mentioned error which the Board themselves corrected, I have found 
nothing in the Board’s replies which is not supported by the evidence made 
available in the course of my own investigation. 


Conclusion 


27. The complaint is based on the complainer’s suspicion that delay or 
lack of attention at the hospital contributed to her husband’s death. I have 
been unable to uphold any part of her complaint and indeed it is apparent 
that the patient could not have received quicker attention following his 
cardiac arrest if he had been in the CCU. But unfortunately resuscitation 
attempts were unsuccessful. I found that the Board had already made 
considerable efforts to answer the complaints and to reassure the complainer 
that everything possible had been done for her husband. The death of her 
husband following what she believed was a mild heart attack must have 
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come as a great shock to the complainer and she has my sympathy over her 
tragic loss. I hope that my report will help to set her mind at rest about her 
husband’s care in the hospital. 


Case No. SW. 19/77—78—Patient care and communication 


Complaint and background 


1. The complainer’s 79-year-old mother was admitted to hospital A on 8 
June 1977 for a cataract operation on her right eye. The operation was 
successful and the patient was discharged on 21 June. On 29 June she was 
admitted to hospital B, where she died on 2 August. 


2. On 25 June the complainer wrote to the Health Board (the Board) 
complaining that her mother was allowed to become non-ambulant during 
her stay in hospital; that she was not informed that her mother had a serious 
bladder infection; and that there had been delay in contacting her family 
practitioner after her mother’s discharge. The complainer accepted the 
written explanation she received from the divisional administrator 
(management) concerning the delay in contacting the family doctor, but she 
was not satisfied with his reply to the other aspects of her complaint and she 
asked me to look into them. 


Investigation 
The complaint that the patient was allowed to become non-ambulant 


3. The complainer explained to my officer that before going into hospital 
her mother had only limited use of her legs, but she could stand on her own 
feet and could walk short distances using a walking support frame and with 
someone in attendance. The complainer said that she had been warned by 
her family doctor that it was important for her mother to continue to use her 
legs as much as possible because if she lost what little use she had she would 
probably never recover it. On the day before her mother was admitted she 
therefore telephoned and explained the situation to someone at the hospital. 
She said that when she took her mother to be admitted on 8 June she re- 
inforced this by explaining matters to a doctor and a nurse; she particularly 
asked that efforts be made to keep her mother walking. 


4. The complainer said that when she visited the hospital on 13 June her 
mother was in bed and she did not think to enquire about her mobility at 
that time as she still seemed quite low after her operation. However, when 
the complainer next visited on 16 June she found her mother ‘exceedingly 
grumpy’. She said this was not like her and discovered it was because, her 
mother said, she had not had a walk. When the complainer had remarked 
that she would probably be having one later in the day, her mother had 
emphatically replied that she had not had any walks at all during her time in 
hospital. The complainer spoke to three nurses at the desk in the ward about 
this, and they agreed that they had not yet started to get the patient 
ambulant. However, they said they would start right away and after some 
discussion they decided to borrow a walking frame from another patient in 
the ward. The complainer said she offered to stay and lend a hand but the 
nurses told her this was not necessary. She told my officer that when she 


Poe 


telephoned that evening she was told that her mother had walked to the 
desk and back, a distance of about ten feet, but had complained that it was 
too far. 


5. The complainer also told my officer that when her sister visited the 
hospital on 17 June she was told that her mother had not had her walk as 
the nurses were too busy; the complainer said that when her sister (who is 
herself a nurse) had remonstrated with the nurses about this she was told 
that ‘this is an eye ward, not a geriatric ward’. However, when another sister 
visited on 18 June she was told that her mother had walked along the 
corridor. 


6. When the patient was to be discharged from hospital on 21 June the 
complainer said she found her wearing bedsocks and she discovered that her 
feet were too swollen to put on her slippers. She told me that the nurses who 
lifted the patient into the chair to convey her from the hospital would not let 
her stand on her own feet because ‘her socks were too slippy’. The 
complainer said that her mother was never again able to stand on her own 
feet, and she believed that this lack of mobility served to hasten her 
subsequent death. She doubted the credibility of the statements about her 
mother’s walking ability, thinking it unlikely that if the socks were too 
slippery and her slippers could not be worn, her mother had been walked in 
her bare feet. 


7. The complainer’s sister told my officer that although she had visited 
her mother daily she had never seen her being mobilised, and on one 
occasion only had she seen a walking frame by her mother’s bedside; the 
only time her mother mentioned having had a walk was on 17 June when 
she told her that she had walked to the desk. At about this time also, 
possibly on 18 June, one of the nurses mentioned to her that her mother had 
walked to the toilet, but she doubted whether she could have managed this. 
She confirmed that the comment about the ward being ‘an eye ward, not a 
geriatric ward’ had been made to her (see paragraph 5) but she said that as 
far as she could recall this comment had been made in the context of her 
mother’s general condition not being very good and did not relate to her 
mother’s mobility. She said she would not wish to complain about this 
comment. The other sister told my officer that she, also, had seen no sign of 
any attempts to mobilise her mother during her four visits to the hospital, 
but her mother had never raised the subject with her. 


8. In his letter to the complainer, the divisional administrator said that 
the nursing staff obtained a walking frame for the patient from the 
physiotherapy department on the second day after her operation and that 
she had been mobilised. He said she had required constant attendance by a 
nurse as her performance was extremely poor, but that she was encouraged 
to walk to the bathroom and toilet; also to the dining room and to the sitting 
room several times daily. He said she-was able, prior to discharge, to walk 
slowly round the perimeter of the ward, but that she tired very quickly and 
required constant persuasion to walk with the frame as she stated she did 
not wish to do so because she found it rather tiring. The complainer told my 
officer that she did not believe that her mother was capable of this amount 
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of walking, and similar doubts were expressed by both of the complainer’s 
sisters. 


9. The ward sister told my officer (and he confirmed that this was so) that 
a large proportion of the patients in the eye ward were elderly and the staff 
were therefore accustomed to dealing with patients who had limited mobility 
and who used walking frames. She recalled that when the patient was 
admitted she was able to walk only when supported by two nurses, but on 
the following day a frame had been obtained from the physiotherapy 
department and she had been using this prior to her operation on 10 June. 
The ward sister also said that when the patient was mobilised after her 
operation she was walked regularly with the frame and was encouraged to 
walk to the toilet, dining room etc. But she pointed out that the patient was 
not doing this all at once; in the course of a day she would be encouraged to 
take several walks. The divisional nursing officer (DNO) told my officer that 
walking an elderly patient with a frame could be a very slow process with 
frequent stops for rests. For example, a nurse might spend up to half an 
hour encouraging a patient to walk to the toilet and back again. 


10. The consultant ophthalmologist (the consultant) told my officer that 
mobilisation after a cataract operation usually begins the following day, 
when the patient is allowed to sit out of bed. The patient had suffered from 
a hyphema (a trickle of blood in the eye). She was therefore not allowed to 
lie flat, so that the blood could drain to the bottom of the eye. This 
condition is fairly common and is not serious. The consultant said this would 
have meant the patient taking it easy for another day or so before the nurses 
tried getting her back to full mobility. The nursing orders show that before 
her operation the patient was ‘up with help’ and that after it she was allowed 
to sit out of bed on 11 June; an entry dated 13 June reads ‘can be 
mobilised’. There is nothing in the records to indicate when the walking 
frame was obtained or to what extent the patient was mobilised. However, 
members of the nursing staff interviewed by my officer confirmed that the 
patient was using it both before and after her operation. One nurse recalled 
that the patient had just not been interested, and although the nurses had 
tried regularly to persuade her to walk with the frame she had on many 
occasions simply refused to try. She said it had taken considerable 
encouragement to get her to take such walks as she did have, and then 
progress was painfully slow. This was confirmed by the ward sister, who also 
said that the patient had been most reluctant to participate in anything that 
was suggested to her. 


11. My officer spoke to a staff nurse and two enrolled nurses who had 
been on duty on the afternoon of 16 June. None of them could recall any 
conversation like that related by the complainer (paragraph 4) although they 
all thought they had spoken to relatives on occasion. The ward sister was 
also on duty on 16 June but said she had not seen the complainer then and 
did not know of anything that had passed between the complainer and the 
other nurses on duty. She could not think of any reason why the nurses 
would tell the complainer that her mother was not being mobilised. 


12. The ward sister did not remember the patient having had particularly 
swollen feet at the time of her discharge, but she recalled that she had slight 
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oedema throughout her stay. I have seen that the medical notes made at the 
time of the patient’s admission record that she had very slight ankle oedema. 


13. The divisional administrator’s reply to the complaint stated (on the 
basis of information given by the DNO) that a frame was obtained on the 
second day after the patient’s operation. However, when I sent the Board a 
summary of the complaint which the complainer put to me, further enquiries 
were made as a result of which the district administrator informed the 
Board’s secretary that this statement had been a mistake and that a frame 
had been obtained as quickly as possible after the patient’s admission and 
used by her, with the help of nurses, before she had her operation. 


Findings 


14. It is understandable that the complainer gained the impression from 
the divisional administrator’s letter that the amount of walking claimed to 
have been done by her mother was completely beyond her capabilities but I 
believe that the patient was walking with the aid of a frame both before and 
after her operation. I have been unable to establish with any certainty how 
soon after her operation the patient again began to walk with the frame but 
I think it likely that it may not have been until 17 June. I am satisfied that 
before her discharge efforts were made to keep her mobile, and that when 
she left the hospital the nurses considered that she was able to walk short 
distances supported by the frame and with assistance. 


The complaint that the complainer was not informed of her mother’s bladder 
infection or that she had become incontinent 


15. The complainer said she felt that as next of kin she should have been 
informed when her mother developed a serious bladder infection. She also 
told me that she was not informed that her mother was incontinent, with the 
result that her bed and bedding suffered when her mother was discharged. 
The district nurse had to supply incontinence pads because of the constant 
leakage of urine. The complainer said that before going into hospital her 
mother had never been incontinent, nor had she any urinary problems other 
than a need to pass urine rather frequently. She had been seen by the family 
doctor about this in April and he had prescribed a short course of 
medication ‘just in case’ there was an infection. 


16. The complainer told my officer that when she visited her mother on 
13 June she noticed that her urine was being collected, but when she 
enquired about this a nurse told her there was no particular reason for this 
so the complainer assumed that it must be for some routine test. On 16 June 
the complainer was first told that her mother could come home the following 
day but was then told it would be on 18 June. However, when she 
telephoned on the morning of 18 June the nurse she spoke to said that she 
did not think that her mother would be going home as the doctor had not 
seen her and might not be in that day. Someone from the hospital 
telephoned her that afternoon to confirm that the patient was not being 
discharged. The complainer said that when she asked why, she was told 
there was no special reason and that her mother was getting on fine. 
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17. On 20 June the ward sister telephoned the complainer to let her 
know that her mother would be discharged the following day. The 
complainer told my officer that this was the first time she was told that her 
mother had a urinary infection; the ward sister had told her that it was a 
minor thing and was being treated. But neither during this telephone call 
nor when she collected her mother the following day was there any mention 
of her mother being incontinent. 


18. The Board’s secretary told me that the problem of communication 
seemed to have been complicated by the fact that the patient’s other 
daughter was visiting regularly and being kept informed. He said that it 
seemed a reasonable assumption that she would pass on information to the 
complainer. This point was also made by the divisional administrator in his 
letter to the complainer. However, the complainer’s sister (who was the 
most frequent visitor) told my officer that at no time was she told anything 
about her mother’s urinary infection or about her incontinence. She said 
that as the complainer had been recorded as next of kin she had herself 
refrained from seeking details about her mother’s condition and had made 
this point to the nurses. She had confined herself to asking in general terms 
how her mother was, and had never.asked to see the ward sister or a doctor. 
She did not think that she had ever seen the ward sister, but was not familiar 
with the uniforms of the staff at the hospital. The complainer’s other sister 
told my officer that the urinary infection was first mentioned to her on 20 
June; first when she telephoned the hospital, then later that day when she 
visited and the ward sister told her that the infection was the reason for her 
mother’s discharge being delayed. 


19. The consultant explained to my officer that the patient had 
experienced difficulty in passing urine after her operation. It had then been 
discovered that her bowel was impacted and that it had apparently been in 
this state for about a week. He said that the two conditions could have been 
related, with the impacted bowel affecting the patient’s ability to pass urine. 
The records show that the bowel was cleared and the patient was 
catheterised on 12 June. The consultant said that after this they had become 
concerned about the state of the patient’s urine and had sent laboratory 
specimens which had eventually revealed the infection on 16 June. 
Thereafter he had consulted a physician about the patient’s management 
and the appropriate treatment was started that day. (I have seen that a 
medical registrar was consulted.) He said that, while they were concerned 
about the infection and wanted to get it cleared up, they had not thought it 
likely to have serious consequences. The infection had been the reason why 
the patient’s stay in hospital was slightly prolonged. The consultant 
explained that although it had not cleared up by the time the patient was 
discharged, he was satisfied that she had been well enough to undertake the 
fairly long journey to the complainer’s home. Subsequently, he had received 
a report from hospital B indicating that the infection had cleared up by mid- 
July but that she had suffered an adverse reaction to the drug which had 
been given for it. 


20..In a written report made at the time of the original complaint, the 
ward sister stated that she had not spoken to the complainer until she 
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telephoned to inform her of the patient’s discharge, but she said she had had 
several conversations with another of the patient’s daughters and had kept 
her up to date with the patient’s progress. The ward sister subsequently told 
my officer that the daughter she had spoken to was ‘the daughter from.....(a 
nearby town) who had visited regularly’. She said that she thought she had 
kept this daughter fully informed and while she could not now rememember 
specifically what she had said she was ‘99 per cent certain’ that she had told 
her of the patient’s urinary infection. 


21. The ward sister also said that she had not mentioned incontinence to 
the complainer when the patient was discharged because she had not 
considered the patient to be incontinent. She explained that when the 
patient was admitted she had shown signs of a slight ‘dribbling’ of urine, and 
in her view a similar dribbling which she was experiencing at the time of her 
discharge was no worse than it had been at the time of her admission. The 
staff nurse who had seen the patient when she was admitted also thought 
this mild urinary problem to have been present when she came in. 


22. The DNO said that the patient had always asked for a bed pan or for 
assistance to go to the toilet. Being elderly, she might well have experienced 
slight loss of bladder control but this was very minimal. The DNO told my 
officer that nursing staff would differ in what they would consider worth 
recording as a wet bed or incontinence, and the staff on the eye ward had 
not considered the patient to be incontinent. Entries in the nursing notes 
show, however, that the patient’s bed had been wet on each of the five 
nights prior to her discharge. But the nurse who had made these entries said 
in a written statement that this had been due to dribbling and at no time was 
the patient grossly incontinent. 


Findings 


23. The patient’s urinary infection was not identified until 16 June so the 
complainer could not have been informed of it before that date, and as the 
medical and nursing staff did not consider the infection to be serious I see 
no reason why they should have taken steps to inform the complainer of it at 
that time. However, when she enquired on 18 June, I think she should have 
been told that this was the reason for the delay in her mother’s discharge. 
The hospital have been unable to identify who spoke to the complainer on 
that occasion, but I do not doubt her statement that no mention was made 
of the infection. There is a direct conflict of evidence which I cannot resolve 
about whether or not the ward sister told the complainer’s sister of her 
mother’s urinary infection. But if, as seems likely, the ward sister did speak 
to her on occasions I see no reason why she should not have mentioned the 
urinary infection to her, unless any such conversation took place before 16 
June. 


24. It seems clear that the hospital staff did not consider the patient to 
have been incontinent to any significant extent. But what may seem a minor 
problem in hospital can be of much greater importance at home and I think 
that even if the staff believed that the patient had this difficulty before 
coming into hospital the complainer should have been informed of the 
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situation before her mother’s discharge so that she could take the necessary 
precautions. 


The complaint about the divisional administrator’s reply 


25. I have seen documentary evidence which shows that when the 
complainer made her complaint to the Board about specific aspects of her 
mother’s treatment the divisional administrator sought the comments of the 
nursing staff and the consultant, and that his reply was accurately based on 
the information obtained from these sources, including a statement by the 
DNO that the walking frame was not obtained until two days after the 
patient’s operation. The divisional administrator told my officer that he 
thought his letter to have been a reasonable reply to the complainer, 
however, he wished she had come back to the Board about any aspects of 
the reply which she disputed, so as to give the Board the opportunity of 
trying to deal with them. 


26. The complainer told me that she remained unhappy after receiving 
the divisional administrator’s reply to her complaint. Apart from her 
dissatisfaction with the replies concerning her mother’s mobility and the 
urinary infection, the complainer did not accept a statement that ‘[her] 
general health improved during her stay in hospital’. She pointed out that 
after her discharge her mother was unable to feed herself, could not stand or 
walk, could not eat, retched frequently, was anaemic due to the adverse 
effects of her medication, and was ‘absolutely riddled’ with the bladder 
infection. She described her mother’s condition as ‘nothing short of 
deplorable’. 


27. When my officer interviewed the DNO she told him that when the 
complaint was first made the senior nursing officer and nursing officer had 
discussed it with the ward nursing staff but had not thought it necessary to 
obtain written statements from anyone but the ward sister. She said the 
complaint had covered certain specific points and she thought they had been 
able to provide a fairly straightforward reply to it. When my officer drew her 
attention to certain inconsistencies between the nursing notes and the report 
of the senior nurses’ enquiries which she prepared for the administrator she 
explained that when she wrote it she had not had the notes in front of her 
and that the medical notes had been sent to hospital B. 


28. The Board’s reply said that the complaint that her mother could not 
feed herself on discharge was not understood; at no time during her stay in 
hospital had she required assistance with feeding. My officer enquired about 
the patient’s ability to feed herself and was informed that she had gone to 
the ward dining room for most of her main meals. The ward sister said that 
the patient had been perfectly able to feed herself but required help by 
having her food cut up and it was necessary to ensure that her plate and 
cutlery were set right in front of her. But she told my officer that the patient 
had not been inclined to eat and needed encouragement to do so. One of 
the nurses confirmed that the patient had needed a lot of supervision, and 
persuasion had been necessary to get her to drink anything. The 
complainer’s second sister gave my officer an example of her mother’s 
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reluctance to eat and drink. When she had taken her mother some fresh 
strawberries, which she usually loved to eat, she would not even look at 
them. She also said that she had the greatest difficulty in persuading her to 
take a drink of water. The complainer’s sister told my officer that when in 
hospital her mother had suffered from a loss of appetite and nausea (which 
later she said her mother had had to a lesser degree before her admission). 
She, too, had found it increasingly difficult to get her mother to eat 
anything. But she said it was untrue to say that her mother had not required 
assistance with feeding. She said that the effect of the eye operation and the 
fact that her mother could only use one hand meant that she had had to give 
her considerable assistance when visiting at tea-time. On these occasions her 
mother had been given her tea in the ward, sitting in a geriatric chair; as far 
as she was aware her mother did not go to the dining room for meals. The 
complainer’s sister also told my officer that on two occasions when she had 
arrived late for her visit she found her mother’s food had been left in front 
of her and apparently no-one had attempted to help her with it; on one of 
these occasions, her mother had spilled it in her awkward efforts to help 
herself. 


29. With regard to the patient’s general health, the Board’s reply said 
that the ward nursing staff had stated that it had improved during her stay in 
hospital. The ward sister told my officer that the patient’s general condition 
had not been particularly good when she had been admitted and that it was 
still her opinion that it had improved while she was in hospital; she said, 
however, that the patient’s mental state had deteriorated considerably. The 
complainer’s second sister told my officer that when she had seen her 
mother shortly before her admission to hospital A she had considered her 
general condition was not very good; her mother had some degree of 
mobility but in her opinion she was just failing from old age. She had visited 
her mother on 11, 14, 17 and 20 June. She said that on her first visit her 
mother had been very quiet following her operation but on 14 June had 
seemed very well and was bright and cheerful. However, on 17 June her 
condition had deteriorated considerably; she had sat doing nothing and 
could not even hold a conversation. By the time of her discharge, her 
mother’s condition was far worse, in her opinion, than when she was 
admitted. The complainer’s sister, also, said she could not accept the 
Board’s claim that her mother’s general health improved in hospital. In her 
view, her mother had gone into hospital interested, alive and optimistic and 
had come out a sick old lady. 


Findings 

30. The specific complaints made to the Board were answered by the 
administrator on the basis of reports obtained from the consultant and the 
nursing staff and after checking and obtaining supplementary information 
his reply accurately reflected these. The reply amounted to a rebuttal of the 
complaints but it admitted that it was unfortunate if the complainer had not 
been told before 20 June of her mother’s urinary infection. I think that had 
the Board been aware of the more extensive information which the 
_complainer gave when she subsequently put her complaint to me and of the 
evidence of her two sisters their investigations might have led them to reach 
different conclusions on some aspects of it. 
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31. I have dealt in paragraphs 3 to 13 with the extent to which the patient 
was encouraged to retain the limited mobility she had when she entered 
hospital. And I have referred to the urinary infection and incontinence in 
paragraphs 15 to 22. My findings on these aspects of the complaint are given 
in paragraphs 14, 23 and 24. | 


32. The Board’s reply was incorrect in saying that at no time did the 
patient require assistance with feeding. My enquiries show that it was 
necessary to cut up her food for her and that she required much 
encouragement to eat it. I am satisfied that she was disinclined to eat but I 
am not convinced that she did not need more help than she was given. 


33. With regard to the patient’s general condition on discharge, the 
Board’s reply said they could not accept that it was as the complainer had 
described. I can weil understand the complainer’s concern at their reference 
to her mother’s general health having improved during her stay in hospital 
when her own observations led her to conclude that it had deteriorated 
significantly. The ward sister’s opinion is that the patient’s general condition 
had improved but that her mental state had deteriorated considerably. The 
clinical assessment of a patient’s condition is not something I can question. 
But the deterioration in the patient’s mental state (which the reply did not 
mention because the administrator had not been informed of it) and the 
existence of the urinary infection, which was being treated but which was 
nevertheless unpleasant and troublesome, suggest that the overall picture 
was not one of improved general health. 


Conclusions 


34. It must have been a distressing experience for the complainer when 
her mother was admitted to hospital B only eight days after her discharge 
from hospital A and I can understand her view that her mother’s lack of 
mobility there may have had some part to play in her subsequent death. But 
I found that efforts had been made at hospital A to keep her mobile 
although I was unable to establish with certainty how soon after the 
operation she was encouraged to walk again. 


35. I have criticised the hospital for the failure to tell the complainer of 
her mother’s urinary infection when she enquired about the delay in 
discharging her. I think the complainer should receive an apology from the 
Board for this, and because she was not told of her mother’s incontinence, 
however mild the staff considered it to be. 


36. I consider there were deficiencies in the Board’s reply to this 
complaint. In particular, I think the picture they gave of the patient’s 
general condition on discharge was misleading and open to challenge. 


Case No. WW24/76—-77——Waiting time for ear, nose and throat operations 


Complaint and background 


1. The complainant’s son suffered from acute tonsillitis. The complainant 
was informed by the family doctor that the waiting time for an outpatient 
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appointment with the ear, nose and throat (ENT) consultant was eighteen 
months and a further three years for an operation should this be necessary. 
He complained that these waiting periods were unsatisfactory and that the 
Health Authority (the Authority) were failing to provide an adequate 
service. He also complained that the Authority’s replies to his complaint, 
which he made through the Community Health Council (CHC), were 
unsatisfactory. 


Investigation 


2. The complainant told my officer that his son had had five attacks of 
tonsillitis during a period of less than seven months. The fourth and fifth 
attacks had occurred in the same month and the family doctor had then 
suggested that he should see the ENT consultant with a view to having his 
tonsils out. In a letter, the complainant said that the doctor told him that his 
son would have to wait about eighteen months to see the consultant and, 
assuming that the consultant agreed that his son should have his tonsils out, 
a further three years to have the operation. This did not come altogether as a 
surprise to the complainant because he was aware that ENT waiting lists in 
the area were long, but he felt the time had come to protest about it. 


3. To begin with, the complainant sent a letter to the CHC dated 10 
September 1976 and the secretary of the CHC forwarded the complaint to 
the local health district administrator (DA). The DA’s reply dated 22 October 
was addressed to the CHC secretary and was read out at a CHC meeting which 
the complainant attended. The DA said that there was very little he could 
suggest regarding the case; the waiting period for an outpatient appointment 
was then between 18 months and 2 years and ‘short of jumping the queue’ it 
seemed there is little alternative to waiting the ‘required period of time’, unless 
the complainant’s son’s condition deteriorated when it would be for his family 
practitioner to let the consultant know. The DA concluded his letter by saying 
that the way to reduce ENT waiting lists was to provide additional facilities 
and that these should be available in just over a year when the new district 
general hospital opened nearby; until then there was little hope of improve- 
ment because of financial restrictions. 


4. The complainant was not satisfied with this reply and at the beginning of 
November 1976 he wrote a letter which he sent to a number of people, 
including me, complaining that the National Health Service was neglecting his 
-son and other children in the area by failing to provide an adequate ENT 
service. Another recipient of this letter was an officer of the Authority and 
when I informed them that I intended to investigate the complaint they told 
me that they had instituted their own enquiries in response to the complainant’s 
letter. I therefore delayed my investigation while the Authority replied to him 
and tried to satisfy him at the second attempt. The Authority wrote a long 
letter to him on 16 December 1976 explaining the difficulties and outlining 
what they had already done and what they proposed to do. But the complainant 
was not satisfied and asked me to proceed with my investigation. 
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5. The complainant told my officer that, in addition to his basic 
complaint, he and many other parents were particularly aggrieved that it was 
so easy to jump the queue for ENT services in the area by arranging to have 
private treatment. The ENT consultant could be seen within a matter of 
days by paying a fee of £10-£12 and this would, at a stroke, cut two years 
off the total waiting time for an operation. The complainant added that he 
and others had suspicions that operations ordered as a result of private 
consultations seemed to take place more quickly than those following 
consultations under the NHS. But if parents wanted their children operated 
on really quickly, an operation could be arranged within a few weeks at a 
fee of £140-£200. In these circumstances the complainant said, the pressure 
on parents to try to find the money for private treatment was ‘intense’. 


6. The complainant also made the point that statistics produced by the 
Authority seemed to show beyond doubt that the area was receiving less of 
the limited ENT resources than the neighbouring valley. In his letter to the 
Authority he quoted figures which had been published in the local press 
showing that, at 30 June 1976, 938 patients out of the 1,348 waiting for 
ENT treatment in the neighbouring valley, had been seen by a specialist 
whereas, of 1,125 patients in his own area waiting for such treatment, only 
-58 had been seen by a specialist. 


7. The complainant also made statements to my officer about several 
points of detail concerning the administration of waiting lists. He said that 
the family doctors seemed quite unable to get their patients advanced on the 
waiting list when their cases became more urgent. Also, he knew there were 
many people on the ENT waiting lists who no longer needed treatment and 
he suggested that there might be some merit in having waiting lists published 
at regular intervals. A further factor which, the complainant suggested, 
could help reduce waiting time would be to ‘over-book’ for ENT operations. 
It was common knowledge, he said, that a significant proportion of the 
children who were called into hospital for ENT operations had to be sent 
home because they had infections which made them temporarily unfit to 
have the operations. 


8. In their letter to the complainant, the Authority gave general and 
particular reasons for the length of the ENT waiting lists. Such lists had 
lengthened all over the country, they said, when general practitioners had 
ceased performing tonsils and adenoid operations on children at small local 
hospitals because of the dangers of doing so without adequate facilities for 
dealing with post-operative complications. As for the complainant’s health 
district, the Authority described the problems which had been experienced 
there in filling the consultant ENT surgeon appointment (it had been vacant 
between November 1973 and March 1975) and in recruiting consultant 
anaesthetists. The district had been short of two consultant anaesthetists for 
three years despite frequent and extensive advertising. A further problem 
had been the postponement, from the end of 1976 to late 1977, of the 
availability of the new district general hospital nearby due to technical 
problems beyond the Authority’s control. This hospital would include a 
‘viable ENT Department’ which it was envisaged would attract the necessary 
staff. The Authority went on to say that, despite ‘these enormous problems’, 
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they were not complacent. They had studied the position over the previous 
month and had decided as an interim measure to use a ward at the general 
hospital to help reduce the inpatient ENT waiting list in the area. The 
Authority said they proposed to carry out a detailed review of the long 
outpatient waiting list - an exercise which, in another district had resulted in 
a reduction of a list by almost two thirds. On the question of private 
treatment, the Authority made a passing reference to the phasing out of 
National Health Service pay beds. They ended their letter with an invitation 
to the complainant to meet the Chairman of the Authority and the area 
administrator if he was still dissatisfied. 


9. The area general administrator (AGA) told my officer that the delay in 
the opening of the new district general hospital had caused many problems; 
but additional resources had been allocated in anticipation of its opening 
and the Authority had been able to plan to deploy these temporarily to 
alleviate the ENT problem in the area. Extra nurses had been available at 
the general hospital and they had been able to staff a former family 
practitioner obstetric ward to accommodate ten children’s ENT beds 
together with a further two adult ENT beds; and there was resident medical 
cover for emergencies. This new arrangement would begin at the end of 
February 1977. As for the outpatient waiting list, the AGA said that the 
ENT clinic at the general hospital had recently increased its capacity; the 
ENT consultant surgeon was holding one extra clinic session a week and had 
the assistance of an additional senior house officer. The AGA told my 
officer that he believed these short term improvements would have been 
introduced anyway, but he conceded that the representations made by the 
complainant and the prominent publicity they had received in the local press 
had undoubtedly accelerated their introduction. 


10. The figures the complainant had quoted comparing the two waiting 
lists were correct. Steps had been taken to ensure that ENT resources would 
be more evenly distributed between the two districts in future and the 
review of ENT waiting lists which had been carried out had been a first step 
towards this. The statistics of the Authority record that the outpatient 
waiting list in the area was much shortened as a result of their measures and 
between December 1976 and December 1977 was reduced by about one 
third. 


11. The ENT consultant surgeon (the consultant) told my officer that he 
had been appointed in March 1975 after the post had been vacant for about 
18 months, and he had inherited the combination of large waiting lists and a 
shortage of anaesthetists. The problem had been exacerbated by the 

‘industrial action which had been taken by consultants and hospital doctors 
at about that time. He said that he had nevertheless managed to prevent the 
waiting lists from growing and, in the circumstances, he regarded that as an 
achievement. The interim arrangements which had been made at the general 
hospital were, in his view, a sensible use of the extra resources which had 
become available because of the delayed opening of the district general 
hospital and he thought these would have come about whether the 
complainant had raised the matter or not. The consultant said that the 
chances of a patient having an ENT operation or being seen by him as an 
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_ outpatient had been four times better for those living in the neighbouring 
sector of the health district than for those in the complainant’s sector but, he 
said, this was simply a reflection of the relative facilities which had 
previously been available in the two sectors. 


12. With regard to the administration of the waiting list, the consultant 
said he himself read all referral letters from family practitioners, including 
letters telling him of patients already on the waiting lists whose condition 
had worsened. He said it was quite wrong to contend that family 
practitioners could not influence priorities — they were his primary source of 
information. The consultant said that the complainant’s proposition that 
(named) waiting lists should be published would violate the basic principle 
of confidentiality of medical treatment; and he thought that the suggestion 
that there should be over-booking for operations to allow for the patients 
who had to drop out was not feasible because it would be ‘too traumatic’ for 
those who would have to be turned away. With regard to the ready 
availability of private treatment, the consultant told my officer that he was 
under contract to work nine (out of a possible 11) sessions weekly for the 
Authority. He denied absolutely that any patient jumped the queue for 
National Health Service operations by virtue of having consulted him 
privately. 


Conclusions 


13. There is ample evidence that the Authority’s difficulties over the 
recruitment of key medical staff contributed to ENT waiting lists in the area, 
which were inordinately long. These difficulties were not of the Authority’s 
own making and they cannot be blamed for them. Moreover, the long delay 
in the opening of the new district general hospital undoubtedly complicated 
the planning and allocation of resources. But, on the evidence, I am in little 
doubt that the complainant, by persisting with his complaint, played a 
significant part in obtaining some improvement in the service available for 
ENT patients in the area. The measures which the Authority introduced had 
an immediate and continuing impact on waiting list numbers even though 
the lists are clearly much longer than is desirable. Nevertheless I do find it a 
cause for concern that the Authority had earlier taken no positive steps to 
correct an obvious imbalance between the level of service given to different 
parts of the same health district. 


14. The new district general hospital nearby has opened in 1978 and it is 
to be hoped that this will result in a much improved standard of ENT service 
in the district. 


Case No. WW.6/77--78—Failure to explain the dangers of an operation 


Complaint and background 


1. In August 1975 the complainant sustained a back injury for which he 
was treated initially at hospital A. He was referred to hospital B and 
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hen eta a dorsal disc operation there on 13 October 1975. He complains 
that: 

(a) although the consultant neurologist (the neurologist) gave him no 
guarantee that the operation would improve his condition, his 
explanation (on the basis of which the complainant gave his consent 
to the operation) did not include any mention of the dangers which 
were involved; and he did not discover the dangers and their extent 
until he saw an independent specialist in February 1977; and 


(b) the consultant neurosurgeon (the neurosurgeon) at hospital B who 
performed the operation had been rude and would not discuss with 
him the operation and its aftermath. 


Investigation 
(a) The complaint against the neurologist 


2. In letters to the Authority and to me and when speaking to my officer, 
the complainant gave the account set out in this and the following three 
paragraphs. He had injured his back in August 1975 trying with the help of 
two policemen to shift a parked car which was obstructing his own. He had 
felt a pain in his back as if he had pulled a muscle but did nothing about it 
immediately as he expected it to pass off. But after a painful and sleepless 
night he had gone to the casualty department at hospital A, x-rays were 
taken which showed no damage and he was put on a course of 
physiotherapy. A physiotherapist noticed that he was unable to flex his left 
foot upwards and brought this to the attention of a doctor, who said that one 
of his calf muscles appeared not to be working and referred him to hospital 
B for an electromyogram (EMG), which records the response of a muscle to 
electrical stimulation. 


3. When he attended the neurology department at hospital B the 
complainant said that the registrar wired him up for the EMG. Halfway 
through this the neurologist had appeared and had stopped the EMG, saying 
that there was no doubt that the complainant’s problem was ‘central’ and 
that, subject to some further tests, he thought it was a matter of some 
urgency for him to have an operation on his spine or he would finish up in a 
wheelchair. The complainant had been very dismayed to hear this because 
he had felt there was so little wrong with him, but accepted what the 
neurologist had said. The consultant had simply described the operation as a 
spinal operation and the complainant had received the clear impression that 
it was fairly routine. He remembered the consultant saying that he could not 
guarantee that the operation would cure him, but that it would at least 
prevent any further deterioration. 


4. The complainant was admitted to hospital B for tests on 1 October 
1975 and these lasted for ten days. Although he had been seen by the 
neurologist in the company of students, there had been no direct contact 
between them and his condition and the proposed surgery had not been 
discussed with him during the period of the tests. 


5. After a brief meeting on 10 October with the neurosurgeon and some 
reassurance on 12 October from the anaesthetist, the complainant had 
undergone the operation on 13 October without any idea of how dangerous 
it was considered to be. He did not discover these dangers until, after 
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expressing a great deal of dissatisfaction with the outcome of the operation, 
he was eventually referred privately to a specialist at hospital C in February 
1977. Following this consultation the specialist wrote a letter to the family 
practitioner, which he copied to the complainant himself and to the 
neurosurgeon. In this letter he said ‘....there is no doubt whatsoever that an 
operation on a dorsal disc is dangerous and even in the best hands 
performed absolutely correctly may result in some damage to the neural 
structures and quite a proportion of patients who have this operation end up 
worse than they were before’. The complainant said that if he had only 
known this before having the operation he would never have consented to it 
and would have ‘taken a chance on any future deterioration’. 


6. The neurologist told my officer that although he was thoroughly 
familiar with the case on paper because of the complaints made he could not 
remember the complainant himself. He confirmed that he had stopped the 
EMG because this test was inappropriate for spinal compression which he 
thought was obviously the complainant’s problem; and the subsequent tests 
had confirmed this diagnosis. He could remember nothing of what he had 
said to the complainant, but he could well have said that he urgently needed 
to have an operation on his spine because surgery was the only positive 
treatment for spinal compression and the complainant’s short history of a lot 
of pain would have indicated urgency. He said it was no part of his task to 
explain the nature of the operation or its dangers; this was the surgeon’s job. 
He would certainly have made it clear (as the complainant said he did) that 
the operation could not be guaranteed to effect a cure. But whether or not 
he had said that the operation would at least halt any deterioration, he could 
not say, although this was clearly the main purpose of the operation. He said 
he would have been failing in his clinical duty if he had not warned the 
complainant of the dangers of doing nothing about spinal compression but 
he said he was sure that he would not have put the options of having an 
operation or doing nothing quite as starkly as the complainant had alleged. 


(b) The complaint against the neurosurgeon 


7. The complainant told my officer that the neurosurgeon had come to his 
bedside with two assistants at about 5.0 pm on 10 October and had 
introduced himself as the surgeon who was to operate on him on Monday 13 
October. He had indicated where he was going to make the incision and the 
complainant said he had been alarmed that he was to be cut under the left 
side of his rib cage. It had seemed to him an extraordinary route to take to 
his spine and he had asked the consultant why the cut was not being made 
nearer the spine. He said the consultant replied off-handedly that there was 
much less danger of damage if the entry was made from the side and that if 
the complainant had any further questions he might like to ask one of his 
assistants. With that he had walked away. 


8. The complainant said he was sent home for the week-end on the 
evening of 10 October but was called back into the hospital on the following 
morning, which was a Saturday, because they had forgotten to take a blood 
test. During the week-end, while he was sitting in a day room, one of the 
neurosurgeon’s assistants brought him a form to sign consenting to the 
operation. The complainant said he had started to read the form but the 
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doctor had said that he wanted the complainant to sign it, not read it. The 
complainant told my officer that, ‘like a fool’, he had just signed it. (I have 
seen the form which the complainant signed which is, in fact, a form 
consenting to treatment and is designed primarily for consent to 
electroconvulsive therapy; the description of the operation entered on it 
would, in my view, be incomprehensible to a layman and it is also very 
difficult to read.) 


9. The complainant said that on the day before the operation he was 
feeling increasingly apprehensive but in the evening he was visited by the 
anaesthetist, who had done a great deal to calm and reassure him. He had 
told him that if he did not have the operation he could easily end up in a 
wheelchair and this had removed any doubts he had had about going ahead 
with the operation. 


10. In a lengthy statement of complaint written to the Authority on 12 
December 1975 the complainant explained his dissatisfaction with the 
outcome of the operation. He was unable to walk without the aid of a 
caliper and had a great deal of trouble with the site of the operation. He was 
not satisfied with the post-operative treatment by the neurosurgeon or his 
uncommunicative attitude. In response to the complaint, the consultant 
wrote to the complainant on 9 January 1976; he said that he hoped that ‘the 
rift [between them] is not too large to be overcome’ and he invited the 
complainant to call to see him on 15 January. At this meeting, the 
complainant said, the consultant’s attitude was completely different and he 
was most apologetic. The complainant wrote to the Authority on 19 January 
saying that as a result of this meeting he saw no point in pursuing his 
complaint against the consultant as long as the understanding achieved 
between them continued in future, and he felt sure it would. 


11. But the complainant’s dissatisfaction with the outcome of the 
operation was not allayed. He suffered a lot of pain at the abdominal end of 
his operation scar and in September 1976 an x-ray showed that one of two 
steel sutures had fractured and this was removed by surgery at hospital B. 
After the complainant had enlisted the help of his Member of Parliament 
and a local councillor, the Authority offered to arrange for a second opinion 
on his condition, but the complainant declined this in favour of the private 
consultation (to which I have referred in paragraph 5). 


12. The neurosurgeon told my officer that there was no doubt that it was 
his responsibility to decide whether or not surgery was the appropriate 
course of action in any cases referred to him and, if he decided to operate, 
to explain the nature of the operation to the patient. His objective in 
explaining operations on the central nervous system was to get the patient 
into the right frame of mind both pre- and post-operatively and he adjusted 
his approach according to his judgment of the individual patient. He told my 
officer that he had completely misjudged the complainant. As usual, he had 
tried to get some dialogue going about the operation but had been 
unresponsive and had expressed little interest in what he had been saying. It 
was because he realised he was not getting through to the complainant that 
he suggested he should talk to one of his assistants, since some patients 
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found it easier to speak freely to junior staff. The neurosurgeon said that he 
later learnt that the complainant had a long history of chronic anxiety; had 
he known this at the time he would have recognised his unquestioning 
attitude for what it was — a means of escaping from a worrying reality — and 
he would have reacted accordingly. 


13. As to the circumstances in which the complainant signed the consent 
form, the neurosurgeon said that he did not think it necessary to get the 
form signed at the time the explanation was given unless the patient was 
vacillating. He said he was perturbed to discover that the wrong consent 
form had been used and attributed this to the facts that the neurosurgical 
and psychiatric departments shared a stationery cupboard and that the 
consent forms for operation and electroconvulsive therapy were very similar 
in appearance. 


14. Regarding their relationship following the operation, the 
neurosurgeon said that the complainant had ‘badgered’ him in a manner 
which he had, at the time, considered most unreasonable. The complainant 
had, he said, expected too much too soon. When the complainant had been 
unable to regain full mobility after the operation he had seemed to give up 
and to resort too quickly to having a caliper on his leg, which the 
neurosurgeon thought he had not really needed. This had been the 
background to the dissension between himself and the complainant on 12 
December 1975. When he had discovered the history of anxiety, he had 
apologised generously and without reservation, and in doing so felt he had 
done all he could to get their relationship on the right footing. The 
neurosurgeon told my officer that the complainant had had ‘a rough time’ 
and that he had been unlucky in that the steel suture had fractured, but he 
did not accept that he was worse after his operation than he was before. 
Bowel and urinary problems had iargely been cured and though there was a 
weakness at the site of the operation, the complainant could reduce this 
problem by losing weight and stopping smoking, but he had done neither of 
those things. 


15. The neurosurgeon told my officer that he had been unaware of the 
complainant’s chronic anxiety because, for reasons of confidentiality, the 
Authority keep psychiatric records separate from general medical records. 
The existence of a ‘psychiatric’ record is indicated by a fly sheet enclosed in 
the general medical folder but, he said, it was easy to miss this if it was 
unexpected. In the case history which was taken from the complainant 
before his operation in October 1975 there is a reference to a regular intake 
of Valium over a period of time long enough to be noted with an 
exclamation mark and this would suggest the possibility of some neurosis. 
Among the letters on the Authority’s file on the complainant is one from the 
neurosurgeon to the family practitioner dated 6 January 1976. In it, he says 
‘I did not realise that [the complainant] had been a psychiatric problem until 
I saw him in the Clinic recently ....... I have discharged him from the Clinic 
as it seems quite clear that I shall make no headway with him’. 


Findings 
16. My investigation has shown thai the complainant did not have the 
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dangers of the dorsal disc operation explained to him beforehand and I 
uphold his complaint in this respect. The two consultants both agreed where 
responsibility for explaining such dangers lay and the neurosurgeon admits 
he failed to explain the operation adequately to the complainant because he 
was unaware of his history of anxiety (despite reference to some evidence of 
neurosis on the medical notes) and therefore he misjudged him. I think 
there is little doubt that he was unsympathetic to the complainant on 12 
December 1975, but he obviously made a generous apology afterwards. 


17. I must criticise the fact that the complainant’s signature was obtained 
on the wrong consent form. Proper completion of consent forms is 
important and it should be carried out with great care. I invite the Authority 
to review the procedures to ensure that the correct forms are used and that 
patients are in a position to give an informed consent. 


Conclusion 


18. Whether or not the complainant’s physical condition would now be 
different had he decided against having his operation is not a question for 
me to determine. He chose to have it but did so in ignorance of the dangers 
involved. The Authority recognise that his informed consent should have 
been obtained and have asked me to apologise on their behalf to the 
complainant for this failure. 


Case No. W.W.19/77—78—Discharge from a psychiatric hospital 


Complaint and background 


1. On 5 August 1976 the complainant’s husband was admitted to hospital 
A where he received psychiatric care. He was discharged to a private 
nursing home in London on 28 November 1976. Ten days later he was 
admitted to hospital B, where he died on 6 November 1977. 


2. The complainant contends that: 

(a) the decision of a consultant psychiatrist at hospital A (the 
consultant) to discharge her husband was taken without regard to 
his home circumstances; 

(b) the consultant refused to authorise ambulance transport to take 
her husband to London; 

(c) she was upset by the attitude of, and remarks made to her by, a 
senior house officer (SHO) at hospital A; 

(d) the investigation carried out by the Health Authority (the 
Authority) into her complaints was inadequate and a letter to her 
dated 24 February 1977 contained inaccuracies. 


Investigation 
(a) The complaint about the discharge 


3. The complainant told my _, officer that her husband became very 
disturbed and underwent a marked personality change in June 1976. She 
said that on one occasion he had been violent. The family practitioner 
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arranged for a domiciliary visit by a psychiatrist and, following this, he was 
admitted to hospital A as an informal patient on 5 August 1976. The 
complainant said that her husband was initially treated in an admission ward 
but was subsequently transferred to a day centre with a number of resident 
patients. She had visited her husband every day and helped the nurses to 
look after him. She had seen the consultant on several occasions and had 
told him that she could not look after her husband at home unaided because 
of his condition. 


4. The complainant’s daughter told my officer that she had met the 
consultant several times and had discussed her father’s condition with him. 
She said that the consultant had explained that her father was suffering from 
a progressive illness and that, although he had responded to treatment, there 
was no guarantee that there would be no recurrence of aggressive 
behaviour. She said that the consultant had told her that since her father had 
calmed down he thought he could be looked after at home, with help 
provided in the form of attendance at a day hospital one or two mornings a 
week. She said she had felt that the consultant was wrongly condemning her 
mother for not wanting to attempt to look after her husband at home and 
for being neurotic. 


5. The complainant told my officer that because of increasing pressure 
from the hospital staff she and her family had had to accept her husband’s 
discharge as inevitable. She said that she had made enquiries of the district 
nursing service but had been told that all she could expect was the normal 
help at home from a health visitor without any special support. Because she 
was convinced that her husband would not receive the care he needed at 
home the family had decided to put him in a private nursing home in 
London. This was arranged and the consultant wrote a letter to the nursing 
home. The complainant’s husband’s discharge was arranged to take place on 
22 November 1976 but he caught a cold and was not discharged until 28 
November. 


6. The complainant told my officer that she felt that the consultant had 
been anxious to discharge her husband. She said that before her husband 
was admitted she had been planning tentatively to move to London to be 
near her family. Her daughter said that she felt that the consultant saw such 
a move as an opportunity to discharge her father and had increased the 
pressure on her mother. The complainant thought that her husband should 
have been able to stay in hospital A but, because this was not possible and 
she could not cope with her husband on her own, she was forced to incur 
considerable expense in arranging for him to be moved to a private nursing 
home in London. 


7. In a letter dated 11 December 1976 the matron of the nursing home 
told the complainant that she was sorry her husband had had to be admitted 
to a psychiatric hospital (hospital B), because he required ‘constant 
supervision, without which, in my opinion, he constitutes a danger to himself 
and, possibly, to others, and in the view of our psychiatrist, needs immediate 
readmission to a psychiatric hospital’. The matron said that it had been 
necessary for the complainant’s husband to have a private psychiatric nurse 
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day and night ‘to ensure his safety’. The complainant told my officer that she 
felt that events had proved the consultant’s decision to discharge her 
husband to be wrong. She also felt that the consultant’s letter to the matron 
of the nursing home was misleading regarding her husband’s condition. 


8. The consultant and the SHO both told my officers that the 
complainant’s husband’s condition while he was in hospital A had improved 
steadily, and the consultant said that it was the sustained improvement in his 
condition which had prompted him to recommend that he should be 
discharged. The clinical notes record that, except for a few days in October 
when he suffered a setback, his condition improved in hospital; an entry on 
2 November 1976 states that he was well enough to go home. 


9. The consultant also said that he was aware of the home circumstances 
when he recommended the discharge. There is a note in the clinical notes of 
an interview with the complainant on 13 September which gives details of 
the family background; it also records that ‘they [the complainant and her 
husband] would like to move to London to be nearer their children’ and that 
the complainant had been told of the hospital’s difficulties and that she was 
going to try to find a suitable flat as soon as possible. The note ends—‘We’ll 
see now how it goes’. On 28 September the family practitioner of the 
complainant’s daughter wrote to the SHO, saying that the daughter had 
consulted him expressing the family’s concern about her father’s future. He 
asked for information about his condition and future care so that he could 
advise her about the possibilities of a transfer to a psycho-geriatric ward in 
London. The SHO replied on 5 October giving an assessment of the 
complainant’s husband’s condition. She mentioned the complainant’s 
reluctance to attempt a trial period with her husband at home, with daily 
attendance at the Day Centre. She said that ‘he will remain here until [the 
complainant] decides what the future will be’ and offered to help arrange a 
transfer to a London hospital as soon as the complainant gave ‘a positive 
indication of her intention to move’. She added that the complainant’s 
husband could stay in the ward where he was for ‘a little while longer’ but 
that if the complainant refused to give him a trial at home, he would have to 
be transferred to a chronic geriatric ward at the hospital. And an entry in 
the clinical notes on 3 November records that the complainant’s daughter 
was trying to arrange for her father to be transferred to a nursing home in 
the London area during the following few weeks. 


10. My officer interviewed the senior nursing officer in the community 
nursing service whom the complainant said she had seen in 1976. Although 
she could not remember the complainant she said she certainly would not 
have told her that the only service which could be provided would be 
occasional visits from a health visitor. She said she might have explained to 
the complainant that the usual procedure would be for a health visitor or 
district nursing sister to visit a patient following discharge home from 
hospital to assess what home support was required and she would probably 
have said that a 24-hour nursing service could not be provided. In her 
experience some patients and relatives felt that this was needed whereas, in 
practice, a visit from a community nurse on one or more occasions every day 
proved adequate. 
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11. There are several conflicts in the evidence I have obtained on this 
part of the complaint. The complainant says she was led to believe that if 
her husband had been discharged home she would have had help from the 
day hospital only on one or two mornings a week and visits at home by a 
health visitor. The evidence from the Authority’s staff, however, is that the 
complainant’s husband would have attended the day hospital daily and that 
the community nursing service would have visited the home to assess what 
help the complainant needed. Moreover, both the complainant and her 
daughter felt that they were being put under pressure to agree to the 
patient’s discharge; but hospital A’s records suggest that the transfer to 
London was what the family wanted; and the letter from the SHO to the 
complainant’s daughter’s family practitioner says that, failing a transfer to 
London or discharge home, they would keep the complainant’s husband 
where he was for a ‘little while longer’ but would then have to transfer him 
to a geriatric ward in hospital A. 


12. In the absence of any corroborative evidence on either side I am 
unable to say whether or not the complainant and her daughter were put 
under undue pressure to agree to the complainant’s husband’s discharge. 
But it is clear that the consultant was. aware of the home circumstances and I 
therefore conclude that his decision to discharge the complainant’s husband 
was taken solely in the exercise of his clinical judgment and this is not for 
me to question. 


(b) The complaint about ambulance transport 


13. The complainant told my officer that, once the discharge of her 
husband had been arranged, the consultant had asked her daughter how her 
father would get to the nursing home in London. Her daughter had said that 
he could be taken in her brother’s car. The consultant had not suggested 
that nursing care would be necessary on the journey but had said that he 
could give him something to calm him down. 


14. The complainant in her letter to me said that she had not been happy 
with this arrangement; she felt her son would physically not have been able 
to help her husband (who was unco-operative) in and out of the car to go to 
the lavatory. She said that she enquired about an ambulance but the 
consultant would not authorise this because, she thought, to have done so 
would have been an admission that her husband was not fit for discharge. 
She therefore engaged a private nurse to accompany her husband in the car. 


15. The consultant told my officers that he had been under the 
impression that all the arrangements had been made for the complainant’s 
husband to travel to London by car which, he understood, was a Mercedes. 
He thought it would be far better for him to make such a long journey in a 
comfortable private car rather than in an ambulance. He said he had not 
been aware that the complainant was engaging a private nurse for the 
journey and that if it had been made clear to him that the family were 
unhappy about the travel by car he would have authorised an ambulance. 


16. I think there must have been a misunderstanding between the 
complainant and the consultant. It was his view that transport by private car 
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was preferable to a journey by ambulance and I have no reason to question 
his statement that he did not know of her misgivings about the 
arrangements. 


(c) The complaint about the attitude and remarks of the SHO 


17. The complainant told my officer that on one occasion she had asked 
the SHO what facilities were available for her husband other than the 
admission ward, where he was. She said that the SHO had replied that she 
(the complainant) would not want her husband to be transferred to a 
psycho-geriatric ward and proceeded to demonstrate the appearance of 
patients in such a ward by putting her head on one side with her tongue 
lolling out. On another occasion two days before her husband was due to be 
discharged from the hospital the complainant saw that he had a 
temperature. She had drawn a nurse’s attention to this and the SHO, as duty 
doctor, was called. The complainant had asked the SHO if her husband 
would be fit to be discharged on 22 November and, she said, the SHO had 
replied ‘your husband might be dead in the morning’. The complainant said 
she was very upset by both these incidents. 


18. The SHO told my officer that she could not recall the details of the 
conversations she had with the complainant on the admission ward but she 
said that she would never have impersonated a psycho-geriatric patient as 
the complainant had said. She also denied telling the complainant that her 
husband could be dead in the morning. She might have said that people who 
suffered from such a complaint were subject to sudden changes in condition 
and that it was never possible to predict with certainty how they would be 
from one day to the next. She felt that any comments she had made had 
been misinterpreted. 


19. There were no witnesses to the conversations between the 
complainant and the SHO which gave rise to these complaints, and I am 
therefore unable to reconcile the conflicting evidence. 


(d) The complaint about the Authority’s response 


20. On 10 December 1976 the complainant wrote a letter of complaint to 
the consultant. On 13 December she visited the offices of the Authority and 
made an oral complaint, which she put to them in writing on 16 December. 
The consultant wrote to the complainant on 17 December saying that he 
had been sorry to learn that it had become necessary for her husband to be 
transferred to hospital in London and that at that hospital’s request he had 
passed necessary information to them. The consultant sent detailed 
comments to the Authority on the complaints and the area administrator 
(the administrator) replied to her on 24 February. 


21. The complainant wrote to the administrator on 6 March 1977 
pointing out what she considered to be inaccuracies and omissions in his 
letter, and which were similar to the complaints which I myself have 
investigated. In response to this letter, the administrator suggested that a 
_ meeting would be helpful and, on 25 April, the complainant met the area 
general administrator and a specialist in community medicine. As a result of 
this meeting the area medical officer (AMO) wrote to her on 15 June, but 
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the complainant was still dissatisfied and wrote to the Authority on 26 June 
disputing the contents of the letter and expressing her feeling that her 
complaints were being ignored. The administrator then wrote to her on 13 
July and suggested that she should meet a member of the Authority and the 
AMO to discuss her complaints further. The complainant did not accept this 
offer and she later wrote to me about her complaints. 


22. In general, I think the Authority’s investigation was thorough and 
they went to some lengths to try to explain the actions the complainant had 
complained of. The complainant did, however, complain that the 
consultant’s letter to the nursing home in London ‘underplayed’ her 
husband’s condition and had said that he had been admitted to hospital A 
because the complainant could not manage him rather than that he had been 
violent. The Authority did not answer this except to comment on his 
condition while he had been in their hospital. The consultant told my officer 
that, on reflection, he thought that the complainant’s inability to manage her 
husband was only one of several reasons for his admission. With this 
reservation, I do not criticise the Authority’s response to the complaint. 


General conclusions 


23. I well understand the complainant’s opinion that her husband’s 
deterioration after leaving hospital A proved that he should not have been 
so discharged, although whether this caused the subsequent worsening of his 
condition I cannot say. But I am satisfied that the consultant’s decision was 
taken in the light of the full facts of the case and solely in the exercise of his 
clinical judgment. 


24. Whether or not undue pressure was brought to bear on the relatives 
to have the complainant’s husband transferred to London I cannot 
determine because of the conflict of evidence. Nor have I been able to 
resolve the remaining substantive complaints. However, I think that, with 
the qualification I mention in paragraph 22, the Authority did their best to 
explain to the complainant the actions that had given rise to her complaints; 
but they, too, were hampered by conflicting evidence. 


Printed in England for Her Majesty’s Stationery Office by Harrisoh & Sons (London) Ltd. 
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